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PREFATORY NOTE 


The Working Party met thirty-seven times between April 1970 and March 1972. 
It received written evidence from sixty-nine individuals and organisations, and 
heard oral evidence from individuals and from representatives of organisations 
on eleven occasions (see Appendix F). 


FOREWORD 


The aim of the National Health Service is to provide a comprehensive system 
of health care for the people of this country. Experience has shown that such an 
all-embracing objective cannot be achieved without considerable and steadily 
increasing expenditure. In 1949/50 the National Health Service in England and 
Wales cost £388 million; in 1970/71 it cost £2038 million. In 197! the number of 
people working in the NHS was over 900,000, making the service one of the 
largest employers in the world. Yet all those concerned with the management of 
the service are keenly conscious of major deficiencies and of gross disparities in 
the availability and quality of services. Some still think that the solution to these 
deficiencies is simply to increase the amount of money the nation spends on 
health. More money, better buildings and more trained staff are undoubtedly 
needed, but it is equally important to ensure the effective utilisation of the re- 
sources that are already available. Considered decisions about priorities and 
objectives and continuing study of the performance of existing services are essen- 
tial. New patterns of care must be developed to meet changing needs and to 
derive benefit from advances in treatment and prevention. At present opportuni- 
ties for effective resource planning and management are limited by the adminis- 
trative divisions between existing health services. The re-organisation of these 
services in 1974 will remove such obstacles, and it will be the responsibility of all 
those concerned in management within the unified service to seize the oppor- 
tunities which will thus be presented. 


There is still wide scope for the prevention of disease, and a proper balance 
must be maintained between the resources devoted to this and the services pro- 
viding care and cure. In the case of the latter, clinical demand largely determines 
the employment of available health resources, and the final demand on resources 
is the aggregated result of innumerable clinical decisions. Doctors must accor- 
dingly be actively involved in planning and running health services. Their 
knowledge and judgment must play a substantial part in determining policy, and 
they must accept a major share of responsibility for ensuring the effective use of 
resources. 


Our terms of reference clearly assume that there will continue to be a need for 
some doctors to work full-time in health service administration, and that these 
doctors should form a group distinct from those engaged primarily in clinical 
practice. We have examined this assumption carefully and fully accept it. We 
identify in our report the role and functions of these doctors, with particular 
reference to the re-organised service. We believe that in future these doctors must 
receive appropriate postgraduate training and experience in order that they may 
become specialists in community medicine. Such specialists are concerned with 
the application of medicine to whole populations or to defined groups and hence 
with the ascertainment of health needs and how professional services can best be 
organised to meet them. They combine a broad knowledge of medicine and the 
organisation of health services with specialist training in investigative and ana- 
lytical skills. They must also, where necessary, accept responsibility for communi- 
cation with the general public. In our view, if health services are to be effectively 
planned and run, specialists in community medicine will be essential at every 
level in the service. Their role will not simply be to undertake duties which at 
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present fall to the medical officer of health and medical administrators in the 
hospital service. The need exists for community medicine specialists to broaden 
and develop this work and carry out essentially new responsibilities in relation to 
planning and management in an integrated service. 


Their work will be essentially complementary to that of non-medical adminis- 
trators on the one hand and clinicians on the other. By collecting, analysing and 
presenting information on health needs and use of resources, they will provide 
the basis for rational planning and decision making. They will form an essential 
link between those who provide clinical services and non-medical administrators. 
In the early years of the re-organised service they will have a vital part to play in 
securing the functional integration of services and they will be ideally placed to 
help doctors to appreciate how they can work more effectively with each other 
and with nurses and other health service staff and to promote administrative 
arrangements to assist this. They will also be concerned to promote the co-ordi- 
nation of health and relevant local government services. 


To undertake this key role doctors at present working as medical adminis- 
trators will need retraining along the lines we have already recommended in our 
interim report. [n our view, the job of a specialist in community medicine in an 
integrated service offers so much scope, and is of such fundamental importance 
to the future of the service, that it should attract some of the best medical 
graduates, and their opportunities for training and their career prospects must 
therefore be as good as in other specialties. They will be undertaking one of the 
most responsible tasks in the whole service. To a considerable extent the success 
or failure of the integration of the heaith service will depend upon their quality. 
Because of this we hope that this report will be widely read by medical students 
and young doctors and will help them to appreciate the developing opportunities 
open to them in this specialty. 


We do not under-estimate the problems community medicine specialists will 
face in undertaking the essential tasks we see for them. For example, effective 
information systems will be a basic tool of the community medicine specialist, 
and to establish them will require an immense collaborative effort involving many 
other professional staff, within and outside the health service. Similarly, in 
seeking to further functional integration, community medicine specialists will 
find it necessary to promote changes in attitude as well as in organisation. These 
ends will not be achieved overnight; but from the evidence we have received, we 
believe that the will exists within the profession to meet this challenge. 


R B HUNTER 
Chairman 


CHAPTER I 
INTRODUCTION 


1. We were set up as a working party “‘to review the functions of medical 
administrators in the health services and to make recommendations regarding 
the provision required for their training’’.* Our terms of reference implicitly 
assume that medical administrators are a clearly identifiable group distinct from 
other doctors and from other health service administrators. They also assume 
that medical administrators have particular training needs which require separate 
consideration from those of other doctors. 


2. We have necessarily had cause to look at these assumptions and to con- 
sider various points which underly them. For example, what are the hallmarks of 
the medical administrator? What is the expertise which he can provide which is 
better provided by him rather than by other administrators? Does this expertise 
stem from his being a doctor with a wide range of general clinical experience, or a 
doctor expert within the specialty of community medicine? These questions have 
led us to consider the whole concept of the ““community physician”’, to whose 
messianic coming so many writings give testimony though not all with one voice. 
We do not, however, claim to write on tablets of stone. 


3. In recent years, there has been a growing recognition amongst clinicians 
generally that to be effective practitioners they must be concerned with the 
organisation of their medical work and the interrelationship between it and the 
work of other health professions. The doctor, whether in hospital or in general 
practice, needs to call on a wide range of resources in terms of personnel and 
facilities, and, in turn, his services are required to complement the work of 
others. In hospitals an attempt is being made by clinicians to consider collec- 
tively the organisation and management of their work through the “‘Cogwheel”’ 
type of structure. In group practice and health centres general practitioners are 
also coming to see that good management is an integral part of their work. The 
increasing complexity of the service is therefore compelling doctors to act as 
managers in relation to their own clinical work. Clinicians generally are also 
coming more and more to realise that their role should include not merely care 
in time of illness, but also prevention and after care. This concept of total care 
will be easier to realise within a unified service but will necessarily increase the 
need for clinicians to concern themselves in the organisation of health services. 
This is, in our view, both inevitable and desirable, and nothing we shall say in 
this report is intended to negate or diminish this essential aspect of clinicians’ 
work. However, the main concern of these doctors is with clinical care, and for 
the purpose of our report we have regarded our terms of reference as referring 
solely to those doctors in the health service (and also, where appropriate, to those 
in the central Health Departments—see paragraph 11) who are wholly or sub- 
stantially concerned in medical administrative work and who are not primarily 


* The working party was set up in March 1970 by Mr. Richard Crossman, Secretary of State 
for Social Services in the previous Government, with the following terms of reference: 


‘*to define the scope of the work of medical administrators at regional, area and district levels 
in a reorganised health service, and to indicate how training and retraining for such doctors 
could be provided’”’. 
In July 1970, the Secretary of State, Sir Keith Joseph, asked that the working party should con- 
tinue its work with the more general remit cited above. 
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practitioners in clinical specialities. Such doctors are currently employed mainly 
by local authorities and regional hospital boards and in the central Health De- 
partments. The numbers involved are set out in Appendix B. 


4. The Todd report* included these doctors among those who practised the 
specialty of community medicine, and the newly formed Faculty of Community 
Medicine has subscribed to this view. Todd defined community medicine as 
being concerned “‘not with the treatment of individual patients but with the 
broad questions of health and disease in, for example, particular geographical 
and occupational sections of the community, and in the community at large. It 
embraces many activities and interests, and includes doctors employed in differ- 
ent spheres, partly because the health services have developed in this country 
under different authorities. It makes use of a variety of techniques and proce- 
dures which are not necessarily exclusive to it. Nevertheless the functions of all 
doctors working in this field are closely related; there are no intrinsic differences 
in their requirements for basic training or in the techniques they employ’. We 
accept the view that the different fields in which doctors in community medicine 
practise are sufficiently closely related to require a common basic training and 
experience, and that these doctors form a distinct group analogous to that 
formed by, say, surgeons. 


5. Weare aware that there have been different views expressed as to whether 
specialists in community medicine should form a part of the health services 
administration or whether they should be regarded as practising their specialty 
in effect as a service to, rather than as a part of, management. To be an adminis- 
trator within the health services, whether medically qualified or not, seems to us 
to imply clearly that the person concerned accepts some kind of management 
responsibilities, either as an individual or collectively as a member of a team, for 
all or some of the services provided. He is essentially a part of the administrative 
framework necessary within an organised service, and the exercise of adminis- 
trative skills must form a significant part of his work. For this reason a doctor 
who aspires to a full time post in medical administration needs, in our view, to 
obtain as part of his training some knowledge of management and administra- 
tive skills. It would be possible to envisage a health service administration which 
looked to specialists in community medicine for advice in matters relating, for 
example, to the epidemiological assessment of need and qualitative assessment 
of health care services and where the specialists giving such advice would have 
management responsibilities no different from those exercised by clinicians. We 
would accept that within a unified health service there will be some doctors, 
whose specialty is community medicine, who will have a primarily advisory role 
in relation to the administration and to clinicians, and that they will be regarded 
as advisory specialists rather than medical administrators; some of these doctors 
may also hold university appointments. However, we are convinced that there 
should be a substantial number of doctors at all levels within a unified service 
who are also engaged in administrative work as described above, and that the 
prime source of recruitment of these doctors should be from those trained in 


community medicine. 
6. Our reasons for this belief are as follows. First, we think it is necessary to 


peace of the Royal Commission on Medical Education 1965-68 (Cmnd 3569): HMSO, 
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provide within the administration at all levels channels of communication be- 
tween the authority and clinicians which command the full confidence of the 
latter. We doubt if this is possible unless there are doctors engaged full time in 
the administration. Second, we believe that the work of the community medicine 
specialists, as we make clear in this report, will be so closely concerned with 
illuminating the issues which will confront health service authorities in carrying 
out their responsibilities that it will be essential that their expertise should be 
fully utilised. We think this is much more likely to be achieved if they have 
accepted places within the administration rather than purely advisory roles. We 
would agree, therefore, with the conclusions of the working party established by 
the Nuffield Provincial Hospitals Trust that medical administrators “must work 
on two professional levels, as specialists in the medicine of the group and in rela- 
tion to the community at large, and also as administrators’’.* In addition, we 
feel strongly that if doctors are to play a leading part in health service adminis- 
tration it is vital that young doctors should see an attractive and challenging 
career in this field. We do not believe that young doctors of the calibre needed 
will be attracted into community medicine in the numbers required unless they 
are assured of a future role in management; nor do we believe that there is any 
hope of meeting satisfactorily the essential need for doctors in administration in 
any other way. 


7. Because of our belief that training in community medicine will be an 
essential part of the background of those who choose a career in medical ad- 
ministration, and because the exercise of their skills as specialists in community 
medicine seems to us to be the most distinctive contribution these doctors will 
make to the administration of the health services, we have chosen in our report 
to refer as a general rule to the role of the community medicine specialist within 
the unified health service rather than to use the term ‘“‘medical administrator’’. 
As we see it, specialists in community medicine will be engaged in a wide range 
of activities, in which the elements of administrative as distinct from more medi- 
cally orientated work will vary according to the responsibilities of the post, and 
we think the description “‘specialist in community medicine” as a generic term 
for the doctors concerned is more apt than “medical administrator”, which we 
think gives a too restricted impression of the work involved. 


8. While it is not our intention to promote the claims of community medicine 
specialists to be chief executives of the new health service authorities (should 
such appointments be made), or to be the sole source of their medical advice, it 
is our belief that they, more so perhaps than any other staff within the health 
service, will best be able, by virtue of their training and experience, to exploit the 
potential benefits of unification. They will carry also a heavy responsibility for 
achieving this. As background to our examination of the task of community 
medicine specialists at different levels within the health services, we examine in 
Chapter II the contribution community medicine can make generally to the 
organisation and management of a unified health service. 


9. We have not found it necessary to annex a glossary of terms to our report 
but it will be as well at this stage to clarify how we use the term “‘community”’. 


* Report of the working party on the training of doctors for the administration of hospital 
and public health services, paragraph 14, contained in ‘Vocational training in medicine’’, 
Nuffield Provincial Hospitals Trust, 1967. 
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We are aware of the common description of services outside the hospital— 
whether institutional or domiciliary—as “‘community services’’. We think that 
the integration of the health services, if no other reason, will make this term in- 
appropriate. In order to be consistent with our use of the term “community 
medicine”’ we use ““community”’ to embrace the whole population of a given 
area. We use the term “primary care”’ to describe the services provided by family 
doctors and other health service staff not working within what are currently 
recognised as hospital specialist services. This does not imply that general prac- 
tice is not regarded as a specialty—family doctors are of course specialists in 
primary care. We also refer extensively to “clinicians” in our report. We would 
regard a doctor as engaged in clinical work when he has direct care of individuals 
or when his work is specifically related to the diagnosis and treatment of in- 
dividual patients. 


10. We have not included in the main body of the report any account of the 
work at present undertaken by medical administrators within the present health 
services organisation, as we see it as our task essentially to look to the future. We 
do, however, give a brief description of this in Appendix C, and we refer to the 
present arrangements for the training of medical administrators in Chapter VII. 


11. Our terms of reference restrict us to consideration of the functions of 
medical administrators within the health services. We have not given detailed 
examination to the functions of doctors working in the Department of Health 
and Social Security or the Welsh Office because, although many of them are 
intimately concerned with planning and supervision of health services and with 
advising and liaising with health service staff, they are civil servants and work 
outside the health services. Further, we have been informed that the organisation 
of the Department of Health and Social Security is currently being reviewed. 
However, we fully endorse the views expressed in the Consultative Document* 
that the staff who are concerned with the central administration of the National 
Health Service needs to include people with direct experience in the field. We are 
particularly concerned that community medicine specialists employed by the 
health service authorities should have opportunities to gain experience in the 
central Health Departments and that, in turn, staff in these Departments should 
have opportunities for working with health service authorities. We discuss some 
implications of this in our chapter on training and career structure. A brief 
account of the work of doctors on the health side of the Department of Health 
and Social Security and the Welsh Office is included in Appendix C. 


CHAPTER II 
COMMUNITY MEDICINE IN A UNIFIED SERVICE 


12. The major objectives in re-organising the administrative structure of the 
National Health Service might be briefly summarised as follows :— 


i To unite the services so that at each level all are administered by a single 
authority and so that services which have been separated in the past can 
be integrated. 


* National Health Service Reorganisation—Consultative Document: DHSS, 1971. 
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ii To develop higher standards in the promotion of health and in personal 
patient care. 

ii To define needs locally, regionally and nationally; to set clear objectives 
and standards for health services and to measure performance against 
them, relating achievement to the use of resources. 

iv To provide a framework which makes possible closer working links 
between the health services and the related services provided by local 
government. 


13. Administrative re-organisation can only facilitate these developments; 
success or failure will depend on how the new authorities and their staff tackle 
the task of integration. Whilst unification will solve many existing problems, 
fresh problems, as well as new opportunities, are bound to arise, particularly in 
the period when new working relationships are being formed. 


14. The National Health Service is unique in its scale and in the wide range of 
skills that it employs. No single group of staff can have more than a part of the 
knowledge and expertise required to make integration a success. Whatever 
responsibilities are formally given to different staff of the new authorities, the 
co-operative effort of all will be essential. We believe, however, that community 
medicine specialists will have a key role to play at every level, because the aims 
of community medicine are so closely related to the objectives of a unified ser- 
vice. 


15. The question of priorities is at the heart of health services administration 
at every level. The unified health service will make it possible for those running 
the service to look at deployment of health resources as a whole, and for the first 
time they will be in a position to try to achieve the best balance of services. The 
relative strengths of primary and specialist care, choice of priority between new 
and expensive forms of treatment and less spectacular procedures, the balance 
which should be struck between preventive medicine and the therapeutic services, 
between medicine which cures and that which alleviates suffering—these are just 
some examples of the issues which will concern the new authorities. Within a tri- 
partite service many of these problems are academic as no single authority has 
the responsibility to decide or the power to act on its decisions. The community 
medicine specialist is not uniquely endowed to answer such questions, but be- 
cause of his specialist training and experience he will be qualified to play a major 
part in the assessment of need, the analysis of existing services and the resolution 
of problems of choice. 


16. Community medicine specialists will also be involved in promoting 1m- 
provements in health services, particularly through better co-ordination, and in 
developing new services. At district level they will be actively encouraging co- 
ordinated working through their contacts with clinicians and other health service 
staff. At area, regional, and national levels, they will have a continuing concern 
with the organisation of health care and with promotion and co-ordination of 
research and development in this field. 


17. The concern of community medicine with the general health of the popu- 
lation extends more widely than the direct responsibilities of the new health ser- 
vice authorities. In considering the organisation of health care, community 
medicine specialists must also have regard to the services provided by central and 
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local government agencies and voluntary organisations, and to the need for full 
co-operation with these bodies. 


18. Bringing together practitioners of community medicine into the same 
service will remove the artificial and restrictive division which has separated them 
and will facilitate the development of a coherent approach to the promotion of 
health and planning of health services. But the new division of functions between 
local government and the health service will loosen the valuable ties which have 
existed within local government between those personal health services which 
until re-organisation will remain a local government responsibility and the social, 
education, housing, and environmental health services which it will retain. Com- 
munity medicine specialists will have a leading and positive part to play in crea- 
ting close and constructive relationships with the new local government authori- 
ties in all these matters. We would not wish to emphasise one if it were in any 
way to diminish the importance we attach to the others, but we would record our 
conviction that it is essential that the new local government authorities respon- 
sible for environmental health matters should obtain the medical advice they 
need from the community medicine specialists within the National Health Ser- 
vice, and that this advice should be sought not only on those specific matters in 
public health on which medical guidance and leadership has always been re- 
garded as necessary, but across the spectrum of environmental planning as a 
whole. The role of the medical expert in public health matters has changed 
markedly over the years but the need for there to be medical expertise remains as 
strong as ever and community medicine specialists must be ready to provide it, 
both to meet the new challenges to health thrown up by a rapidly changing 
society and to ensure that in planning the physical development of the environ- 
ment, full account is taken of its potential impact on the health and well-being of 
the community. 


19. Weare aware of problems of recruitment of doctors to posts with local 
authorities, regional hospital boards and the central Health Departments which 
we would regard as within the field of community medicine. These problems have 
stemmed partly from the divided structure of the health service with the limita- 
tions this has necessarily placed on the scope of the work, partly on the lack of 
recognition in undergraduate and postgraduate teaching of the role of community 
medicine, and partly from the lack of career opportunities comparable to those 
in clinical medicine. We believe that doctors in community medicine can and 
should be able to obtain the same standing within the profession as their 
colleagues in clinical practice and should have comparable career prospects. The 
advent of a unified health service presents an opportunity to bring this about 
which must not be ignored. Our report will indicate what these opportunities are 
and will suggest what the training and career structure requirements may be. It 
will also be necessary to provide extra resources for these purposes, and it is 
essential that these be made available. 


20. Some doctors have reservations about the whole idea of “‘management”’ 
of the health services, particularly at a local level; these reservations frequently 
arise from a concern lest management will interfere with clinical autonomy, a 
risk they think will be greater if doctors other than clinicians are engaged in 
management. We believe these views are mistaken and arise from confusion 
about the connections and differences between patient care on the one hand and 
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the organisation of services on the other. There are, as we see it, two main aspects 
to this matter :— 


i The doctor-patient relationship, in which the clinician cares personally 
for an individual to the best of his ability. We accept entirely the duty 
and right of clinicians to exercise their own clinical diagnostic and thera- 
peutic judgment without individual judgments being subject to assess- 
ment by a managerial superior whether or not medically qualified. 

it The doctor’s use of the resources of health services. Here the clinician is 
inevitably faced with constraints of many kinds—changing priorities in 
public policies (for example, on the care of the mentally ill), public 
opinion, and the claims of fellow clinicians. At a local level, the decisions 
of the area authority or district management on such matters as health 
centre development, the clearing of waiting lists, the redistribution of 
operating sessions or emergency admissions between hospitals, or the 
redistribution of consultative out-patient or nursing services between 
hospitals and general practice, will all act as external constraints on the 
freedom of action of clinicians, though not their freedom of judgment. 


21. Clinicians will wish and need to be involved in these decisions. The 
specialist in community medicine must also be involved because his concern is 
essentially with the health of the community generally—the prevalence of ill- 
health and the need for health services—and with the investigation and evalua- 
tion of services provided. Clinicians and community medicine specialists in 
future are likely to meet more frequently at a local] level, for example, in con- 
sidering the outcome of particular health services in terms of benefits to the local 
population and in relation to the expenditure of the limited resources of the ser- 
vice. It will be their joint concern to see that the right decisions are reached by 
the appropriate authorities after an adequate presentation of all relevant avail- 
able evidence. 


22. The type of problem on which a collective approach involving clinicians, 
community medicine specialists and others will be necessary can be illustrated by 
the example of the patient with a heart attack. Opinion on whether he should be 
kept at home or admitted to hospital has shifted from time to time. This kind of 
clinical problem is the responsibility of the doctors (the general practitioner and 
the consultant who may be called in), the patient, and his family. But what 
hospital facilities the community can provide is a question of priorities and re- 
source allocation—across the whole service—which the appropriate health 
authority, after full consideration, will have to decide and implement. There is no 
chance whatever of being able to do everything that everybody would like, such 
as providing modern “‘coronary care”’ at hospitals that are within short and easy 
access of everyone. The unification of the health services will make possible for 
the first time the necessary comprehensive community examination of problems 
which must precede diagnosis and decisions on appropriate action. The know- 
ledge and expertise of the community medicine specialist will be an essential 
contribution to the processes of examination, diagnosis and decision. 


23. Or, again, the local committee of doctors, in the light of the analyses 
presented to it by the community medicine specialist, may recommend that the 
identification and control of high blood pressure should be the next step in pre- 
ventive medicine for the local population. Together with the administrators, they 
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would be concerned with budgeting such a programme, in terms of extra pro- 
fessional time, public education campaigns, possible methods of identifying 
‘*silent cases”’, and so on; it would then be for the area authority to decide how 
far it could support the proposal in comparison with other desirable advances— 
including the claims of numerous other people needing help and not receiving it 
who could be identified by the application of modern epidemiological techniques 
to clinical practice (for example, drug addicts and alcoholics, or vulnerable 
young children and old people). 


24. In short, we believe that clinicians will have much to gain from a specia- 
list in community medicine, expert on local needs and how far services meet 
them, assisting those who participate in the service to work more effectively, and 
advising on the health of the whole of the local population. We believe it would 
be against the interests of the profession as a whole and of the development of 
improved management within the health services if this is not generally recog- 
nised and accepted by clinicians. 


CHAPTER III 


THE COMMUNITY MEDICINE SPECIALIST AT A 
REGIONAL LEVEL 


25. The Consultative Document stated that “the regional health authorities 
will be responsible for the general planning of the NHS (including the specialties 
and, in consultation with the Universities, the service facilities to be provided in 
support of medical teaching and research) in each region; for allocating resources 
to the area health authorities ; and for co-ordinating their activities and monitoring 
their performance (including the effectiveness of their links with the matching 
local authorities) to ensure that national and regional objectives are achieved 
and that the desired standard of service is provided. In addition, the regional 
authorities will themselves provide some services and will be the building authori- 
ties for all major projects”. The Consultative Document also stated that there 
will be either fourteen or fifteen regional authorities in England. No regional 
health authority is envisaged for Wales. The number of area health authorities 
per region will vary quite substantially, probably from three to ten or eleven with 
most regions containing between five and seven authorities. 


26. The detailed management arrangements for the new authorities are cur- 
rently under consideration by an expert management study group with members 
appointed by the Secretary of State, so we do not know the precise structure 
within which the community medicine specialist may work at regional level. 
However, we are sure that there will be a need for a chief administrative medical 
officer (CAMO) at regional level, supported by a team of other administrative 
medical officers. We outline below what we see as the main functions of these staff. 


CENTRAL PLANNING AND DETERMINATION OF OBJECTIVES 
AND POLICIES 


27. The chief administrative medical officer will be a member of the group of 
administrative and professional chief officers bearing the main responsibility for 
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advising the regional authority on the overall development of services, including 
capital programmes. He or a member of his staff will be involved in the necessary 
consultations with the central Department about the setting of national objectives, 
and will participate with his professional and administrative colleagues in de- 
fining objectives at regional level. He will be similarly concerned at both levels in 
the translation of objectives into workable policies for their achievement bearing 
in mind the likely availability of resources, and for this purpose, will have execu- 
tive responsibilities delegated to him by the regional authority. 


28. The CAMO and his staff will bring to bear their own knowledge and 
skills in this work. Part of this skill will be in the collection and co-ordination of 
the expert views of doctors within the region, particularly through the authority’s 
medical advisory bodies, whose effective functioning will depend very largely on 
the services provided for it by the chief administrative medical officer’s staff. 


29. Under the proposed local government re-organisation, there will be no 
parallel regional authority with responsibilities for related local government 
functions—social services, education, environmental hygiene and housing ser- 
vices. Collaboration with local government authorities in the planning and pro- 
vision of services will be a prime responsibility of the area health authorities, and 
we would not wish to see the regional health authority taking it over from them 
or to see a situation in which individual local government authorities dealt 
separately with area and regional health authorities, perhaps over the same issues. 
However, we also recognise that in discharging its strategic planning functions, 
the regional authority will wish to consult with local government authorities, and 
to this end we think the regional CAMO, in conjunction with area chief adminis- 
trative medical officers, will need from time to time to consult on a collective 
basis with the chief officers of the local authorities, and in particular the directors 
of social services. In addition, he may need to be present or be represented in 
discussions between individual area health authorities and local government 
authorities where substantial planning issues are involved. 


30. A central part of any overall plan for the development of health services 
will be planning the development of medical specialties and medical manpower 
policies within the region, including general practice. We assume that it will be a 
responsibility of the regional authority to control overall medical staffing estab- 
lishments* within the region, regardless of whether or not the doctors concerned 
are in contract with the regional authority, and that this control will be exercised 
within the framework of national medical manpower policy. Forward planning 
of medical staffing and the related subject of development of medical specialties 
will be a particular concern of the CAMO and his staff. In this they will need to 
work in close collaboration with appropriate medical staffing advisory machinery 
and with area health authorities. Medical staffing must be planned in an inte- 
grated way, both with nursing and allied services and with the scientific and techni- 
cal services; medical participation in their planning will therefore be essential. 


CO-ORDINATION AND MONITORING OF HEALTH CARE SERVICES 


31. The chief administrative medical officer and his staff will be concerned 
in particular with co-ordinating and monitoring the medical services provided 


* We assume the Medical Practices Committee will continue to exercise its present control of 
numbers of doctors in general practice in any given area. 
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by the area health authorities, including their links with related local government 
services. 


32. Co-ordination of services between areas will be particularly necessary for © 
hospital services, especially those which must be based on a population larger 
than that of one area. The regional authority through its medical staff will have 
a responsibility for ensuring appropriate location and development of these 
‘“‘regional” specialties, although we consider these specialties should be provided 
and run by the areas and not the region. The region will also be responsible for 
ensuring co-ordination of specialist services in general. We envisage that in 
achieving this, much will depend on building up relations between the adminis- 
trative medical staff of the region and their colleagues at area level. 


33. Detailed monitoring of services for which the area is responsible must be 
primarily a matter for the area authority, but we envisage each region monitoring 
area services by obtaining regular and defined information on the areas’ per- 
formance. From time to time the region may also wish to arrange ad hoc studies 
for particular purposes. All these arrangements will need to be planned in close 
collaboration with the area medical staff and representatives of the clinicians 
concerned. 


RESOURCE ALLOCATION 


34. The chief administrative medical officer and his staff will be involved with 
other chief officers in discussions with both the central Department and the areas 
about the allocation of resources to region and area. They will also be concerned 
with the medical manpower available to the region and its distribution to area 
health authorities. 


OTHER FUNCTIONS 


35. We see certain other specialist functions for the CAMO and his staff. 
These include :— 


1 Building up and maintaining health information services for the region. 
ii Postgraduate medical education. 
iii Provision of medical expertise in the handling of building projects. 
iv Encouraging and promoting clinical research and research into the 
operation of the medical services. 
Vv Providing or arranging for the provision of specialist advice. 


INFORMATION SERVICES 


36. Both regional and area authorities will need to have comprehensive in- 
formation systems, and to have access to adequate data processing facilities in 
terms of computer and allied installations. Bringing together the existing informa- 
tion systems, the current growth of technical capabilities in the field of informa- 
tion engineering and the larger needs of a more comprehensive administrative 
system, will create a demand both for capital investment and skilled staff. The 
two main areas of work can be identified as systems engineering and information 
services. The former is concerned with the handling of health services informa- 
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tion as a “material’’, with emphasis on the mechanics of its collection, storage, 
retrieval, and distribution, rather than its meaning or the use to which it is put. 
Information services are concerned with the meaning of information and with 
“intelligence” relevant to decision making either clinical or administrative. The 
chief concern of the community medicine specialist in this field will be with the 
development of health information services for management purposes. 


37. At this stage it is not possible to define in detail the scope and content of 
a regional information system, as we do not know the administrative powers 
which will be vested in the region nor the form regional supervision of area 
health authorities will take. The decision making requirements of the administra- 
tive system must be determined before appropriate information systems are 
designed to meet them. 


38. It is clear, however, that for the effective discharge of its responsibility 
for planning and supervising comprehensive health services, a regional authority 
will need to have an overall view of the health and health care needs of the popu- 
lation it serves, and for this purpose will need a regular flow of health information 
relevant to the planning and evaluation of health services and the administrative 
decision making process generally, including, where relevant, the transmission 
and recording of information which is an integral part of operational activities. 
Given the scarcity of qualified staff, and the need to take advantage of economies 
of scale, we think that the major information services should be provided by 
regional information services units, and that such units should be established as a 
matter of high priority. Information on primary care services on a regional basis 
is at present lacking and this is a matter which will need early attention. 


39. Inthe region there will need to be a senior medically qualified member of 
the CAMO’s staff who will be expert in identifying the information requirements 
for health service evaluation, management and planning, and knowledgeable in 
the use of modern data processing facilities for these purposes. He will be a key 
member of the multi-professional team directing the information services unit 
and will bear particular responsibility for seeing health information requirements 
are met in full. 


40. The level of expertise which will be necessary at regional level suggests 
that the regional staff should advise the areas on the development and applica- 
tion of health information systems to the areas. At area level, there will be a need 
for doctors with specialised knowledge of information needs and interpretation 
of data, but not the same degree of involvement with the design and operation of 
information systems. 


41. The information needs of region and area will vary according to their 
respective responsibilities. There will be some matters on which both will need 
to be informed, and others where the primary or sole concern will lie with the 
area—for example, in matters relating to the detailed operation of health services 
where the management authority responsible will be the area rather than the 
region. If the region is to operate satisfactorily as the agent of the area in pro- 
viding its data processing capability, there will have to be very close collabora- 
tion between the officers of the area and region, and area authorities will have 
to have an effective means of influencing the management of the regional 
unit. 
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42. We discuss health information requirements in more detail in Chapter 
IV (paragraphs 57-59). 


POSTGRADUATE MEDICAL EDUCATION 


43. Postgraduate medical education requires the involvement of the NHS 
authorities, the universities and royal colleges and similar bodies for its planning 
and organisation. For this purpose, regional postgraduate committees,* on 
which all three interests and that of the profession itself are represented, have 
been constituted in each of the present hospital regions. The chief officer or chair- 
man of the committee is frequently the postgraduate dean. At a national level 
there is a Council for Postgraduate Medical Education. We think that, in a uni- 
fied service, there will be an opportunity to strengthen current arrangements and 
for the regional health authorities to take overall responsibility for seeing that 
service authorities meet their obligations in this field. This involves seeing that 
doctors have the physical facilities they need for formal education and study at or 
near their place of work and that they have sufficient opportunity for study and 
professional leave. Service authorities must also work closely with the universi- 
ties and professional bodies concerned to ensure that there are enough approved 
training posts (including pre-registration posts) in appropriate locations. This 
aspect of postgraduate education is closely linked to medical manpower planning. 


44. Regional authorities cannot take sole responsibility for the discharge of 
these functions. Area health authorities will necessarily be involved in maintain- 
ing the standards of training posts and facilities such as libraries and post- 
graduate medical education centres. It is desirable that the chief administrative 
medical officer, or a member of his staff working in close collaboration with the 
postgraduate dean, should have an overall regional responsibility for co- 
ordinating this work, to provide a point of expert contact for doctors in the region 
and for educational bodies, and to maintain liaison with the regional postgraduate 
committee. 


CAPITAL BUILDING 


45. The Consultative Document envisages (paragraph 9) that the regional 
authorities will be the building authorities for all major projects. The regional 
““works’’ team of architects, quantity surveyors and engineers will need to have 
advice in planning building projects from medical and other sources. It will be 
the responsibility of the CAMO and his staff to provide, or arrange for the pro- 
vision of, medical advice. This will include assessment of medical facilities to be 
provided at teaching centres in support of medical teaching and research. 


RESEARCH AND DEVELOPMENT 


46. Weassume that the new regional health authorities will administer funds 
for locally organised research. In the medical field we see a role for the chief ad- 
ministrative medical officer or a member of his staff in helping to determine 
priorities and in promoting interest in research in the light of expert advice from 
specially constituted regional research committees. 


* The main functions of regional postgraduate committees are to promote and keep under 
review postgraduate medical education and training in their regions; and to advise universities 
and hospital authorities on the necessary arrangements and facilities required. 
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47. A unified health service will provide new scope for research. There will 
be a need to promote not only clinical research, research to promote technologi- 
cal innovation, and research in collaboration with other disciplines (for example, 
nursing and para-medical services) but also research to assist the regional 
authority in its task of strategic thinking and forward planning. Research of this 
last kind will often need to be a team effort involving skills from many disci- 
plines. These teams may be based on area or on region and may need to include 
experts from outside the health service. We do not wish to suggest a model 
arrangement but we are clear that the administrative medical staff at regional 
level should regard it as an important part of their functions to promote research 
into the provision of health services. There should be opportunity for collabora- 
tion with university departments of social medicine in this field. 


SPECIALIST ADVICE 


48. We envisage that in certain specialist fields the regional authority will 
need to see that advice is available to area authorities. Some of these fields will 
be non-medical—for instance they may be related to scientific and technical 
services or operational research. On the medical side there is a need for a small 
number of highly specialised community medicine specialists whose interests 
would lie in the field of the environment, taking that word in its broadest sense. 
In particular, inadequate attention and study have been given to the relationship 
between health on the one hand and town and country planning, building and 
building design on the other. Such writings as there are on these subjects have 
generally not been based on scientific studies, and there is a need to develop this 
aspect of community medicine and to build up a corpus of knowledge on which 
advice to local government and to health authorities can be based. This responsi- 
bility in health promotion will involve collaboration with the Department of the 
Environment as well as local authorities. 


49. Similarly, contamination of the environment by modern industrial pro- 
cesses iS presenting a wide range of problems, and we see a need to ensure that 
advice is readily available on toxicology. As field experience of the control of out- 
breaks of communicable disease is becoming scarcer, many areas will need to 
seek outside advice from people expert in the epidemiology and control of com- 
municable disease. In some instances the advice required may fall within the 
range of expertise of the chief administrative medical officer or other community 
medicine specialists employed by the regional health authority. In others, refer- 
ence to expert outside help may be necessary e.g. as at present provided by the 
Public Health Laboratory Service in the bacteriological field. The role of the 
CAMO will be to see that such sources of advice are available and can readily be 
tapped, particularly in times of emergency. United to these functions will be the 
development, in conjunction with the experts concerned, of regional plans for 
dealing with emergencies caused by natural or other disasters and by large scale 
outbreaks of communicable disease. 


STAFFING REQUIREMENTS AT REGIONAL LEVEL 


50. The new regional authorities will have much wider responsibilities than 
the existing regional hospital boards; on the other hand there will be area health 
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authorities operating below them and employing their own chief administrative 
medical officers and other specialists in community medicine. The regional health 
authorities will be concerned with the determination of strategy and regional 
policies rather than operational matters. 


51. Staffing requirements of regional health authorities will vary according 
to size and geography and the number of area health authorities within each 
region. We do not think we can lay down a blueprint for the allocation of responsi- 
bilities of the CAMO’s medical staff. Different approaches are possible. As a 
guiding rule we would like to see responsibilities allocated to staff in such a way 
as to ensure a comprehensive approach. A functional division of duties on the 
following lines might achieve this :— : 


i Planning and resource allocation. 
ii Co-ordination and monitoring the operational performance of area 
health authorities. 
iii Information and research. 
iv Medical manpower policies. 
Vv Postgraduate medical education. 


However, any division of duties on the medical side must be related to the 
management structure of the whole regional health authority. 


52. The need for a medical expert in information services in each region is 
most important, and health service authorities must be able to recruit to senior 
posts in this field doctors with suitable specialist experience who may not have 
had the usual training as specialists in community medicine. 


CHAPTER IV 


COMMUNITY MEDICINE SPECIALISTS IN AREA 
- AUTHORITIES 


53. The Consultative Document describes the new area health authorities 
as “‘the operational NHS authorities, with responsibility for planning, organis- 
ing and administering comprehensive health services to meet the needs of their 
areas. Each area authority will also be responsible for the management of the 
integrated health services in the various parts of its area (‘districts’) served by 
separate district general hospitals and the community health services associated 
with them’’. The area authorities will inherit plant, equipment and patterns of 
service which are the legacy of a quarter of a century of a divided health ser- 
vice. In future it will for the first time be possible to plan and operate the health 
services of each area as a whole. 


54. Area health authorities will differ considerably in size; we understand 
that it is likely that about a third of the areas in England and Wales will consist 
of only one health district, while over half will have two or three districts and a 
few will have four or five. The populations of areas will vary from 0-2 million 
to 1:5 million. It has been estimated that districts may have annual budgets of 
around £8 million on average, so that many areas will be responsible for spend- 
ing £15-£25 million each year. Within a district there may well be up to 3,000 
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health staff, including up to 300 doctors and dentists. The services for which, 
under the terms of the Consultative Document, areas will be responsible are 
set out in Appendix D. In the new unified service, community medicine special- 
ists will have a special role to play in securing the most effective use of the area 
authority’s considerable resources of money and manpower in relation to the 
needs of the population, both in the determination of priorities and the best 
management of resources. 


55. The functions of community medicine specialists will be the same in all 
areas, but because of differences in size and complexity of areas, there will be 
variations in the numbers in each area and in how they are deployed. We have 
had to consider the functions of community medicine specialists without know- 
ing what may be the general management arrangements and responsibilities at 
area and district level, or the relationship between officers who may be appointed 
with district responsibilities and officers based at area. This has not affected our 
conclusions about functions, but it has made it more difficult for us to establish 
the relative status of staff at district and area level, and how community medicine 
specialists employed by the area should be deployed. We are, however, convinced 
that there should be a specialist in community medicine particularly concerned 
with each district-sized population. 


FUNCTIONS OF THE COMMUNITY MEDICINE SPECIALIST 


56. The functions we see for the community medicine specialist operating 
within an area or part of an area can be described under five main heads: 


1 Provision of health information. 

ii Planning. 

iii Management. 

iv Advice and assistance to local authority departments—particularly 
social services and education—and to voluntary and other bodies, 
on the planning and management of their services. 

Vv Provision of medical services required by local government authori- 
ties with responsibilities for environmental hygiene and communi- 
cable disease control. 


HEALTH INFORMATION 


57. The planning of health services depends upon the assessment of need, 
which must be based upon a systematic investigation and analysis of the total 
health situation of the community and also upon knowledge of the strengths 
and weaknesses of existing services. Management, in turn, cannot be effective 
without reliable information on the operation of services. Each area authority 
will, therefore, as a matter of priority, have to establish and maintain an area 
health information system covering all health needs and the operation of all 
relevant services. This will need to be done in collaboration with related local 
government services, particularly those provided by departments of social 
service, as effective co-ordination of health with the other social services de- 
pends upon the sharing of knowledge of the problems and capabilities of each 
service. The establishment of such an information system requires the epidemio- 
logical and evaluative skills of the community medicine specialist and, in turn, 


23 


will provide him with the essential equipment he needs to do his work. It will, 
however, require a considerable expenditure of time and resources, and will 
need the full co-operation of all concerned. 


58. In the previous chapter, we recommended that each region should set 
up an information unit and that a medical specialist in the development and use 
of information systems should be a senior member of its staff. We also suggested 
that the regional unit should provide specialist services and advice to areas. At 
area level, a community medicine specialist will be needed to take special re- 
sponsibility for health information within the area, although he may not need 
to specialise to the extent of his counterparts at regional level. He will need some 
non-medical supporting staff as well as assistance from professional colleagues. 
At the outset of the new service, there will be a considerable shortage of suit- 
ably experienced medical staff and increasing the numbers expert in this field 
should be a high priority. 


59. At area level, it will be particularly important to have information about 
the following: 


i The demographic character of the area. 
ii Health needs as indicated, for example, by morbidity and mortality 
data. 
iii Physical resources. 
iv Manpower. 
v_ Needs for services. 
vi Demands made on services. 

vil Performance—qualitative and quantitative. 

viii The social services, the education services, housing, environmental 
hygiene and communicable disease (by arrangement with local 
authorities). 

ix Voluntary services. 


Much of the data, particularly that required for management as distinct from 
planning purposes, will need to be analysed on a district basis as well as an area 
basis. The community medicine specialist at district level will be involved both 
in its collection and in its interpretation. 


PLANNING 


60. In a National Health Service, major objectives and the broad strategy 
for their achievement must be decided nationally. The Consultative Document 
(paragraph 12) states that “‘the Central Department will determine national 
objectives, priorities and standards, and allocate resources to regional authori- 
ties”. The regional authorities will in turn bear a similar responsibility for 
planning within their regions in the light of the strategies laid down centrally. 
The areas will be responsible for planning the use of available resources to 
achieve these national and regional objectives and for putting plans into action. 
Community medicine specialists employed by the area—and in particular the 
chief administrative medical officer—will play a leading part. They will 
draw upon their wide professional knowledge of the health services of the 
area as a whole and the expertise of professional advisory committees, and 
apply their skills in the organising of health care generally. They will be con- 
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tinuously reviewing existing services and advising on how they can best be 
developed or on what new services can be introduced within the resources likely 
to become available, and what services can be contracted or gradually with- 
drawn. In general, they will be seeking to improve the quality of care by, for 
example, the regrouping of resources or the improvement of facilities provided 
for doctors and others to do their work and also to identify the most effective 
but least expensive forms of care. They will study the outcome of particular 
health programmes (for example, the success of specific health education cam- 
paigns or treatment arrangements) and with the help of all concerned, identify 
the lessons to be learnt for the planning and development of future services. To 
carry out these functions there will need to be community medicine specialists 
who concentrate on different fields, and we discuss these staffing requirements 
in more detail in paragraphs 87-90 below. 


61. Planning of services should be backed by an active research and develop- 
ment programme. Organisation of research in the provision of health services 
will be an important responsibility of the CAMO or a member of his staff. He 
will also be responsible for seeing that area research is related to regional re- 
search activity and for keeping the area authority appraised of the results of 
research carried out throughout the country. We think that every area will 
need to build up a research and development programme, whether or not it is 
an area with responsibility for providing undergraduate teaching facilities. 


MANAGEMENT OF HEALTH SERVICES 


62. Itis often suggested that there must be conflict between the administra- 
tion and the medical profession on the management of resources. This is based 
on a misunderstanding, as the aim of both is better patient care. Those who 
stand to gain most from the better management of resources are patients, whose 
doctors need, for example, new equipment or more staff to do a better job by 
the most up-to-date methods. We see no conflict between management and the 
profession collectively, although there may be difficulties to be resolved for 
particular specialties which no longer need the same facilities—beds, equip- 
ment and staff—which were allocated to them in the past. For example, with 
the changing pattern of medicine there has been a sharp reduction over the 
past two decades in the need for certain categories of beds, such as those for 
infectious diseases. A considerable redeployment of resources has taken place, 
but it has not proceeded as far or as fast as we consider would have been desir- 
able. One reason is because there is at present no doctor at what will be area 
or district level with a clear responsibility to ascertain where medical resources 
could be saved and better deployed. We see this as an important responsibility 
of specialists in community medicine, though it will not rest with them alone 
to decide how resources should be deployed; this will be a matter for area or 
district management, and clinicians will continue to carry responsibility collec- 
tively and individually for resources allocated to them. 


63. The community medicine specialist’s two main tasks in relation to 
management will be: 
i to monitor and evaluate the operation of all health services, including 


their working relationships with related services provided by central 
and local government and by voluntary bodies; and 
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ii to promote improvements in the organisation and delivery of health 
services within available resources. 


These functions will be carried out in relation to all services within the area, 
for example, in promoting the adoption by the authority of new area policies 
in particular sectors in the development of better primary care services. The 
community medicine specialist will not, of course, have sole responsibility for 
these matters. The deployment and responsibilities of community medicine 
specialists will depend to some extent on the nature of the management struc- 
ture at area and district levels and the place of the professional advisory machin- 
ery in management. However, it seems to us that in areas containing more than 
one district, there will need to be a broad division of general management func- 
tions between area and district; we assume that a district management team will 
be responsible for the day-to-day operation of most services, and that the job 
of the area chief officers will in the main be to recommend policies for adoption 
by the authority, to allocate resources, and to monitor the effectiveness of dis- 
trict management in carrying out agreed area and district policies. There may 
be some services which are organised and provided on an area basis, but most 
services concerned directly with people will be carried out in operational 
units, which we assume will fall under the supervision of district management. 
Much of the work we describe below would therefore fall to the community 
medicine specialist working within the district—the district community physi- 
cian. 


64. In the district, as at the area, the health information system will be used 
to monitor services. Because of his training and skills, the community medicine 
specialist must take a lead in building this up, and in the systematic develop- 
ment of indices to measure the performance of health services. This will require 
community medicine specialists to work closely with the clinicians concerned in 
the collection and interpretation of data, and reinforces the need we see for a 
community medicine specialist at district level who can establish a good under- 
standing with clinicians both inside and outside the hospital. A complementary 
role will be the promotion of improvements in the delivery of health services, 
which again will involve close working relationships with clinicians. 


65. In the early years of the re-organised service, community medicine 
specialists will be looking particularly for ways of improving services through 
integration. The key sector in this process of integration will be general prac- 
tice, which, possibly, has suffered most from the divided structure of the health 
service. 


66. Over the past decade, more and more general practitioners have been 
pressing their demands for the supporting facilities needed to do their job really 
well. Despite the progress made in recent years, probably only about one in 
four of general practitioners work in purpose-built or specially adapted premises; 
in 1970 only about a half had home nurses working with them in attachment or 
liaison schemes and less than half were teamed up with health visitors. It is 
still very rare for consultants to hold sessions with general practitioners in the 
latter’s premises. Though there has been a trend for general practitioners to 
work together in large groups, in 1970 almost a fifth of general practitioners 
were still working single-handed, and nearly a half in groups of two or three. 
The Royal Commission on Medical Education favoured groups of 12 in urban 
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areas and the recent report by a sub-committee of the SMAC favoured groups of 
five or six.* 


67. General practitioners are independent contractors, and thus have the 
right to fulfil their contracts in single-handed practice and to work in isolation 
from health visitors and nursing staff if they wish to do so. In remote rural 
areas, single-handed practice may be imposed by the facts of geography. But 
what is wrong is that the organisation of the health service should make it 
difficult for general practitioners who wish to do so to develop domiciliary 
teams or work together in larger groups in purpose-built premises. The establish- 
ment of an integrated health service will reduce the administrative barriers in 
the way of such developments. It will be necessary for the community medicine 
specialist to ascertain the wishes of local general practitioners and to work out 
plans with others concerned, for example, the chief nursing officer, by which 
they can be met as far as possible, within the limits of the manpower and finan- 
cial budgets of the area authorities. He will liaise with appropriate local organisa- 
tions to provide where necessary the medical assessments required to establish 
priorities in cases where requests cannot be met in full. Some general practitioners 
may wish to conduct their own negotiations with other practitioners and to 
acquire their own premises. Even here the knowledge and experience of the 
community medicine specialist can be of value, through his knowledge of wider 
developments being planned for the area, including the deployment of the per- 
sonal social services. Other general practitioners may be glad to have the com- 
munity medicine specialist explore the various alternatives on their behalf and 
provide a plan which they, as independent contractors, are free to accept, amend 
OF reject. 


68. Contact between general practitioners and community medicine special- 
ists will extend far beyond help with obtaining suitable premises and the attach- 
ment of staff. The community medicine specialist will come to know the special 
interests and skills of particular practitioners so that they can be fully used in 
the work of the area authority. He will know those who have interests in re- 
search, and will be in a position to assist with access to relevant research and 
computer facilities, and to offer help and advice; or to put the practitioner in 
touch with those better equipped to advise or act as collaborator. An important 
aspect of his work will be to provide, or help general practitioners provide, on 
an adequate basis of mutual confidentiality, the epidemiological and other 
statistical data they will need. 


69. General practitioners will need the support not only of the local health 
services but also of the personal social services. They will also need to work 
closely with local social workers who are also advising the same families. While 
general practitioners will channel their own requests to social services depart- 
ments, there will be occasions when services which appear to be essential for 
their patients are not provided, and where co-operation appears to be breaking 
down. In such circumstances, the general practitioner will be able to pass on 
those difficulties which he is unable to resolve himself to the community medicine 
specialist, who will be able to make direct representations to social services 
departments. 


* The Organisation of Group Practice: a report by a sub-committee of the Standing Medical 
Advisory Committee (Central Health Services Council), HMSO, 1971. 
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70. The establishment at district level of a medical committee on which all 
doctors are represented will be an important step in establishing closer contact 
between consultants and general practitioners. The further development of 
continuing education by the area and the region, in association with the univer- 
sity, will also help to bring together doctors practising primary care and those 
in the hospital. It will be the task of the community medicine specialist to advise 
on what further links can be forged by appointment of general practitioners 
in hospital and by sessions held by consultants in health centres and group 
practice premises. Under a unified service there should be more opportunities 
for the general practitioner and consultant to work together, particularly by 
pooling their skills and knowledge and by devising together treatment plans 
for individual patients. 


71. So far as general practice is concerned, the community medicine special- 
ist will in many areas have to start virtually from scratch in building up the 
health information which area and district management will need. Within the 
hospital, on the other hand, a considerable amount of information is already 
collected on a routine basis and is expanding rapidly through, for example, the 
introduction of hospital activity analysis. There is also a lot of statistical mater- 
ial available in local authority health departments. It will be the task of the 
community medicine specialist to marshall this information in a form suitable 
for decision making. He will have a special responsibility for assessing the out- 
come of medical care services generally and for initiating local studies to throw 
more light on critical areas. 


72. Consultants frequently complain that their beds are blocked by patients 
no longer needing the services of a particular unit or of a hospital. At present, 
consultants are often expected to resolve these problems unaided while con- 
tinuing with their heavy responsibility for providing a clinical service. In the 
future, the community medicine specialist will learn of the problems encountered 
by particular consultants and attempt to find solutions. Similarly, he will be 
able to work out with consultants what would be required to extend the scope 
of out-patient surgery, to develop a day hospital, or to try out an early discharge 
policy and monitor the medical, social, psychological and economic effects of 
that policy as compared with existing methods. 


73. Redeployment of resources may be needed to improve quality of care. 
It will be many years before each district has rationalised the grouping of its 
hospital resources. Many authorities will have to continue to manage their 
district services in a number of different hospital units of varying size. Medical 
work of a particular kind may need to be channelled to only one of the district’s 
hospitals, and this may involve the redeployment of medical manpower within 
the district. It will be the task of the community medicine specialist to ascertain 
where greater concentration of patients and the resources needed to treat them 
is required to secure an even quality of care at as high a standard as possible 
within the resources allocated to the area. 


74. In addition to their main responsibilities in monitoring and promoting 
improvements in health care generally, we think that, at least in the evolutionary 
early years of the re-organised service, community medicine specialists should 
be responsible for the organisation of those personal health services (excluding 
the nursing services) which are at present the responsibility of local health 
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authorities but which will be transferred to the new area health authorities, and 
also for the medical services provided at present as a part of the school health 
service. (We do not know whether responsibility for the school health service 
will be transferred to the new area health authorities, though we believe this 
would be desirable, but whatever decision is reached, we think that the medical 
services must be provided by doctors within the health service.) We also think 
that community medicine specialists should see that the necessary measures are 
taken to discharge the area health authority’s responsibility for the prevention 
of communicable diseases through specific prophylaxis and treatment (control 
of communicable disease generally will be the responsibility of the new local 
government district authorities) (see paragraphs 81-84). 


75. Community medicine specialists will not be personally concerned in the 
clinical work involved in these services; for example, at child health clinics or 
in school health inspections. The pattern of organisation and delivery of these 
services varies considerably; a significant part of the clinical work will no doubt 
continue to be performed for some time to come by the doctors currently em- 
ployed on clinical work by local authorities, often on a part-time basis. Such 
doctors will doubtless transfer to the new health authorities. There is a trend 
towards greater participation by general practitioners in these services which 
we welcome and hope will continue. In recent years too there has been a growing 
interest amongst hospital paediatricians in the wider aspects of child health 
care. We do not know how in the long term these services will evolve, but for 
the foreseeable future it will be a part of the community medicine specialist’s 
remit to promote the development of an integrated child health service, includ- 
ing the school health service. 


76. Similarly, specialists in community medicine should carry a prime 
responsibility within the unified service for the planning and organisation of 
programmes for the promotion of health and the early detection of disease, 
including medical advice on health education (which will be a responsibility 
of both the area health authorities and the new county and district authorities). 
In this work he will need to work closely with clinicians, including those in 
general practice, and with colleagues in other health and social service profes- 
sions, nurses, midwives, health visitors, social workers and teachers. 


ADVICE AND ASSISTANCE TO SOCIAL SERVICE AND 
EDUCATION AUTHORITIES AND OTHER BODIES 


77. We have not thought it appropriate to consider in detail what arrange- 
ments should be made for the provision of medical advice from area health 
authorities to local education and social service departments and district local 
authorities, as these are an important part of the remit of the working party set 
up by the Secretary of State to advise him on collaboration between the National 
Health Service and local government. We would, however, emphasise that 
whatever formal arrangements are made for this purpose there must be clear 
recognition by everyone of the interdependence of the health and social services. 
Unless this is recognised and acted upon, then neither authority will be able to 
provide the best service, and much of the potential benefit of the re-organisa- 
tion of both health and social services will be lost. It is obviously essential that 
the planning of health and social services should be closely co-ordinated, so 
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that the implications of varying strategies of care for both services are properly 
assessed and decisions reached which take full account of them. We have already 
stressed the need for integrated health and social service information arrange- 


ments. 


78. We envisage that, at officer level, it will be the job of specialists in com- 
munity medicine to act as the chief source of advice to the social service authori- 
ties, and that the head of the social service department will occupy a similar 
role in relation to the health authority. At area level, we would expect the chief 
administrative medical officer formally to take responsibility, although as in 
other matters, he will not only bring his own particular knowledge and expertise 
to the work, but will also seek and transmit to the social services authority the 
collective views of the medical advisory machinery and of the health authority 
itself as occasion requires. 


79. We would expect the CAMO of the area health authority to act as the 
chief medical adviser to the education authority. The continued development 
of the school health service and its integration within the child health services 
generally will be an important responsibility of community medicine specialists, 
and they will need to maintain close relations with teaching staff and other 
officers of the education authority. It will be especially important that they 
enlarge the corpus of knowledge of the special educational requirements of 
handicapped children. 


80. In addition to providing advice and assistance to the social services 
and education authorities, we think that specialists in community medicine 
should also undertake the functions, at present discharged mainly by medical 
officers of health, of providing medical advice to other local services and to 
voluntary public bodies. In the voluntary field this will be particularly so as 
regards those bodies who provide agency services for the health authority, for 
example, in relation to family planning. In addition, medical advice will con- 
tinue to be needed in relation to a wide range of functions, for example, housing, 
building design, planning, consumer protection. However, where the advice 
required is primarily clinical in character, then we would not see it as the 
responsibility of the community medicine specialist to provide it. 


MEDICAL SERVICES REQUIRED BY LOCAL GOVERNMENT 
AUTHORITIES IN RESPECT OF ENVIRONMENTAL HYGIENE 
AND COMMUNICABLE DISEASE CONTROL 


81. Responsibility for environmental hygiene and communicable disease 
control (other than by specific prophylaxis and treatment) will remain with 
local government district authorities. Medical services and advice will be 
needed in respect of :— 


i Environmental hygiene, including the quality of water supplies, the 
disposal of wastes and the prevention of nuisances, clean air pro- 
grammes, and also housing and planning matters. 

ii Food hygiene, food safety and food-borne disease. 

iii Control of communicable disease. 
iv Port health (where applicable). 
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If the Government’s bill for local government re-organisation is enacted, the 
responsibility for these matters will rest with the metropolitan districts and the 
districts within provincial counties, and it will be only in the metropolitan dis- 
tricts that boundaries will coincide with those of the new area health authorities. 
Local government district authorities within counties will not necessarily cover 
the same localities as the districts within area health authorities. 


82. Under existing legislation, medical officers of health have a large num- 
ber of statutory responsibilities and a general duty to inform themselves on all 
matters affecting or likely to affect the public health, and to advise the local 
authority. Their responsibilities require them to build up a detailed knowledge 
of their localities and to keep, either directly or through medical and other 
staff (principally the public health inspectorate), a close watch on developments 
to ensure that prompt action is taken to deal with any circumstances likely 
adversely to affect the public health. The new arrangements for the provision of 
medical service to the local authorities of the future should, we think, continue 
to reflect the need for the doctor concerned to have a close knowledge of the 
locality for which he has responsibility, and to be known and readily accessible 
to local government officers and general practitioners—particularly in the field 
of communicable disease control. This will be essential whatever arrangements 
are made within a re-organised service for discharge of the present statutory 
responsibilities of the medical officer of health. 


83. We consider it of vital importance that the local government districts 
should look to doctors in the National Health Service trained in community 
medicine for the advice and services they will need. It is amongst such doctors 
that the necessary expertise will be found, and their joint responsibilities towards 
health authorities and local government will help to ensure the co-ordination 
of overlapping responsibilities. The days when a single doctor could have expert 
knowledge of all aspects of those health matters which will be the responsibility 
of local government districts are past, and to carry out their future work effec- 
tively we are sure that such medical advisers should be part of the health team, 
so that they will be in a position to draw fully on the wide knowledge and 
expertise within the NHS. We anticipate a growing need for specialist advice 
as the health hazards created by modern industrial and urbanised society con- 
tinue to multiply and increase in complexity. For that reason alone it is most 
important that medical advisers to local government should be within the 
framework of the NHS and thus have ready access to expert advice on special- 
ist matters, some of which will be available at regional or national level. 


84. The lack of correlation between the new local government districts within 
provincial counties and the area health authority and its component health 
districts may be a possible cause of difficulties. Local Government district 
authorities will naturally wish to have their own medical advisers accountable 
to them for the work they do in helping to discharge the authority’s statutory 
responsibilities. It will obviously be desirable to avoid situations in which, 
within the boundaries of a single area health authority, local government dis- 
tricts receive different medical advice on the same or similar problems. We 
appreciate that it will be necessary to have arrangements in this field which are 
acceptable to both the local government and health service authorities and we 
understand that this matter is being considered in detail by the working party 
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on collaboration between the new local government and health service authori- 
ties. Co-ordination of advice to local government districts within the boundary 
of an area health authority would be most desirable and we think that the 
area CAMO would be the natural person to undertake this function. 


PROFESSIONAL ADVISORY MACHINERY 


85. The Consultative Document refers (paragraph 18) to the intention to 
see that strong professional advisory machinery exists at area level. It is not 
for us to say what form this should take, but we would expect that clinicians 
would be strongly represented on any professional advisory bodies and we 
regard it as an integral part of the duties of the CAMO and other community 
medicine specialists to see that the expert professional advice of clinicians is 
sought on all appropriate matters. It will be part of the responsibilities of the 
community medicine specialists to see that advisory committees have adequate 
professional services and information to do their job effectively. 


86. Professional advisory machinery will be equally important at district 
level, and at that level clinicians will also need to examine collectively the 
organisation and discharge of medical work within the district in order to fulfil 
their clinical management responsibilities. We refer to this need in the next 
chapter when we discuss the status of the district community physician. 


STAFFING 


87. We have outlined above the main functions we see for specialists in 
community medicine working for the area health authority. The establishment 
will clearly vary in size according to the size and complexity of the area. How- 
ever, each area will have a chief administrative medical officer. We do not think 
that it is essential for the proper discharge of his duties that he should be ap- 
pointed as the chief executive officer to the authority, though should such posts 
be created, we think he would be a strong contender for them. If the top manage- 
ment responsibilities are discharged by a group of chief officers to the authority, 
then the chief administrative medical officer will be an essential member of the 
team, which should, in our view, be kept as small as possible. Whatever arrange- 
ments are adopted, however, it is essential that the chief administrative medical 
officer be regarded as a chief officer of the authority with direct access to it. 
As regards his relations with doctors and others not forming part of the head- 
quarters administration of the area, we think there is much merit in the con- 
cept of the chief administrative medical officer acting as a staff officer of the 
authority, which would enable him to speak as the agent of the authority but 
without any hierarchical authority. 


88. The division of duties amongst other community medicine specialists 
employed by the area authority must clearly be left to the discretion of the 
authority in the light of its particular needs, and to the experience, skills and 
aptitudes of the staff available. However, we would think it likely that an area 
comprising, say, three districts, each with around 200,000 population, will have 
a need for at least three community medicine specialists at area level in addi- 
tion to the CAMO, and for a specialist engaged wholly or substantially at dis- 
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trict level in each district. We think these figures represent minimal requirements. 
At area level the main functional categories of work might be:— 


i Information services, including responsibility for organisation of 
epidemiological studies and statistics. The doctor primarily concerned 
might also be engaged on forward planning, though we would expect 
the CAMO himself to be heavily involved in this. 

ii Medical staffing, training and personnel work. 

ii Specialist sectors of health services in which the involvement of 
community medicine specialists is desirable to ensure effective pro- 
vision and development. These include the promotion of health and 
early detection of disease, and services (for example, for children, the 
aged and mentally disordered) where it is essential that there is 
effective liaison and integration, not only within the health service 
but also with the social services, education services, Government 
Departments and voluntary agencies. 


89. Division of functions at area level between community medicine special- 
ists will enable—and indeed require—staff to develop special interests and 
skills. We would not, however, wish to see the development of a functional 
sub-division leading to a restrictive narrowing of career opportunities for 
community medicine specialists, who should be regarded by their training as 
qualified to move widely within the field of appointments in community medicine 
at area level and above, although, of course, for particular jobs further specialised 
training may be required. We refer to this again in our chapter on training. 


90. It has been suggested that there might be particular types of specialists 
known, for example, as community paediatricians, community geriatricians and 
community psychiatrists, whose work would be entirely or largely outside rather 
than inside the hospital. Whatever may finally be decided, such clinicians should 
not be confused with community medicine specialists, whose expertise lies 
outside the clinical field and whose contribution to the work of his colleagues 
lies primarily in the epidemiological and organisational aspects of health care. 


ANNUAL REPORTS 


91. The long sequence of annual reports in their traditional form by medical 
officers of health must clearly come to an end with unification of the personal 
health services. While we recognise that it is for others to determine whether 
area health authorities should annually publish a report of their activities, and, 
if so, what form this should take, we think it would be desirable for area 
authorities to be accountable to the public in this way. The CAMO should 
contribute a section to any regular report made by his area authority and his 
contribution should be regarded as his own personal report. 


CHAPTER V 


THE STATUS AND FUNCTIONS OF THE DISTRICT 
COMMUNITY PHYSICIAN 


92. We have suggested in the previous chapter the broad outline of work we 
see for community medicine specialists employed by the area authority, and 
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have indicated that a considerable amount of this work will require a com- 
munity medicine specialist knowledgeable about and operating within the 
health service district. We consider that there is a substantial job to be done 
by a “generalist”? community physician in a career post for a district sized 
population. The job would be such as to attract a doctor who would be con- 
sidered by those in the clinical field to be of consultant calibre. The length and 
quality of training required would be similar to that necessary to obtain a con- 
sultant post in the clinical specialties. (We discuss training in detail in Chapter 
VI.) The post would, therefore, be a senior appointment of a similar status to 
that of consultant. 


93. We have given very considerable thought to the status of the district 
community physician and in particular to his relations with the area authority 
and with clinicians within the district. An important part of his role will be akin 
to that of those clinicians, such as radiologists and pathologists, who provide a 
service to their clinical colleagues to enable them to fulfil their responsibilities 
more effectively. We discussed how the community medicine specialist might 
assist clinicians, particularly in the discharge of their clinical management 
responsibilities, in Chapter IV (paragraphs 62-76). In these respects in matters 
of professional judgement he would speak as a fully trained and senior doctor 
in his specialty in the same way as consultant clinicians. Like his clinician 
colleagues, he would participate in the work of the local medical advisory 
machinery. At present there are various kinds of medical advisory bodies— 
for example, in general practice, local medical committees, and within the 
hospital service, either medical executive committees constituted from the 
functionally based “divisions” (the ‘“‘Cogwheel”’ structure) or geographically 
based group medical advisory committees. More and more hospital groups 
are adopting Cogwheel arrangements, although there are many local varia- 
tions. Some groups have made considerable efforts to provide a bridge between 
hospital and primary care services by providing for representation of general 
practitioners and local health authority medical staff. 


94. It is not for us to say what should be the medical advisory machinery 
at district level in a unified health service—for example, whether the functional 
representation principle should be extended to embrace clinicians outside as 
well as in the hospital or whether a separate advisory machinery will be needed 
for them. However, we are sure that there will be a need for some mechanism 
to enable clinicians to participate in the forming and implementation of policy 
at district level, and to study collectively the organisation and carrying out of 
medical work within the district. Whatever shape these arrangements may take, 
we are sure that the district community physician, because of his investigative 
and analytical skills as a specialist in community medicine, will have an in- 
valuable part to play in ensuring that these arrangements are able to work 
effectively. 


95. We assume that, in addition to this professional advisory machinery, 
there will also be at district level a management team, multi-professional in 
character and responsible to the area authority for some or all of the service 
within the district. If this is so, we would expect that within this team there 
would be representation of district medical interests chosen by medical col- 
leagues in much the same way as the chairmen of the hospital medical executive 
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committees and local medical committees in general practice are at present. 
We believe that a district community physician must be a member of the team. 
We make this recommendation because we believe such a position is essential 
if he is to fulfil effectively his task of promoting the efficient use of resources, 
and if his training, both in management of health services and in the profes- 
sional skills of community medicine, is to be put to best effect. We have con- 
sidered whether giving the district community physician a place on the district 
management team might be interpreted as in some way creating a medical 
manager, akin to a medical superintendent, not responsible in the way, for 
example, that a hospital Cogwheel chairman is at present to clinical colleagues. 
We have also considered whether such an appointment might undermine the 
effectiveness of any representative medical advisory machinery. We certainly 
do not think that either development would be in the interests of the health 
service, but we do not believe that the appointment of the district community 
physician to the management team carries with it such implications. Member- 
ship will ensure that his expertise is readily available to the rest of the team and 
will give him a share in the collective responsibility to the area which the 
management team will have; with the agreement of the district management 
team, he may undertake particular executive tasks within the health service 
district. But his appointment as district community physician would not of 
itself give him any such responsibility, and we certainly do not see him in any way 
as a threat to the established and necessary clinical freedom—and responsi- 
bility—of his clinical colleagues. We do not think it would be desirable for any 
members of the management team to have a directing authority over the others, 
who will be experts in their respective fields; but we recognise that one person 
will need to be given co-ordinating responsibilities for the team. 


96. We envisage that the relationship between the district community 
physician and the headquarters officers of the authority would be similar to 
that between other district officers and area officers. We think it would be 
compatible with the concept of a district management team exercising corporate 
responsibility if they were responsible collectively to the area authority; indi- 
viduals would not then, as members of the team, be in a hierarchical line 
relationship with chief officers at the area. We think that this would be satis- 
factory in regard to the responsibilities undertaken by the district community 
physician as a member of the district management team. However, we think 
that a district community physician might also be given other responsibilities 
within the area as a whole, or a part of it, which were distinct from the responsi- 
bilities of the district management team, for example, in relation to services 
organised on an area rather than a district basis, or for the provision of advice 
and services to local government. He would be accountable to the area CAMO 
for services organised on an area basis; where he was appointed as adviser on 
environmental hygiene and communicable disease control to the local govern- 
ment district authority, he would be directly accountable to it for these matters. 


97. We have not attempted to set out in detail the functions of the district 
community physician or to provide a precise job specification, but we think 
that the main elements can be summarised broadly as follows:— 


i Asa specialist in community medicine, he would build up and main- 
tain a health profile of the district through the collection and analysis 
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of relevant statistical and other data, and contribute to the health 
information input of the area. He would participate with colleagues 
in research into the aetiology of disease and its association with 
social and environmental factors. He would make available to his 
consultant colleagues on an advisory basis his knowledge of the 
district and his expertise in the organisation of health care. He would 
be particularly concerned with developing services or activities for 
the promotion of health. 

ii As a member of the district management team, he would take part 
in the preparation of suggestions for the area health authority on the 
development of area plans and policies, and participate in their 
implementation within the district. He would be concerned to promote 
the integration of health services, and generally to monitor the quality 
of health care provided in the district and to identify ways of rectify- 
ing deficiencies. He would also be concerned to promote the develop- 
ment at district level of effective working relations between the health 
services and the other social services provided by the local authori- 
ties, Government Departments, and voluntary bodies. He would 
share with his colleagues responsibilities also for the promotion within 
the district of good relations between the health services and the 
public generally, for example through providing information and 
other assistance to the local community health council. 

iii As a member of the group of community medicine specialists of the 
area health authority, he would carry out functions falling outside 
the responsibilities of the district management team, relating to 
services which might be organised or administered on an area rather 
than a district basis or relating to local government services. 


98. We have not quantified in terms of workload the functions of the dis- 
trict community physician. This will be to some degree dependent not only on 
the size and nature of the area and district concerned but also on other variables 
such as the organisation and management of health services within the area as 
a whole and the number and deployment of the CAMO’s area medical staff. 
But the work will certainly be demanding. We regard it as of vital importance 
that district community physicians should be able to discharge their responsi- 
bilities effectively and to this end some of us believe that it may prove desirable 
for more than one such specialist to be appointed in some districts. However, 
we would all agree that it will be essential to ensure that all doctors appointed 
as district community physicians are of the high calibre needed to meet the 
requirements of the post. 


99. We have suggested that an important responsibility of the district com- 
munity physician will be to provide a specialist service for clinical colleagues, 
and we have likened this to the situation of a radiologist or pathologist (para- 
graph 93). We are aware, however, that there is a distinction to be drawn be- 
tween the function of an established service department to which clinicians are 
accustomed to turn for information and co-operation, and the role which we 
now suggest for a district community physician, the value of which may not be 
immediately apparent to all his colleagues. We have no doubt that the district 
community physician as we have sought to describe him will be essential to 
the future well-being of the service. We do, however, believe that time and 
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opportunity must be allowed to him for the satisfactory development of his 
responsibilities, and much will inevitably depend upon the acceptability of 
his personal qualities and his professional ability. 


CHAPTER VI 
TRAINING AND CAREER STRUCTURE 


100. The work of community medicine specialists within the NHS should 
offer exciting and challenging prospects to young doctors. But this will not in 
itself attract to the specialty a fair share of the best medical talents. There are 
two requirements which must be met in order to recruit specialists in community 
medicine of the necessary calibre in the numbers needed. First, a better training 
programme must be established for young doctors entering the specialty. 
Secondly, this training programme must lead to an attractive career structure. 


101. We have in earlier chapters described the role we see for the specialist 
in community medicine within the administration of the National Health 
Service. The work we envisage is at present being undertaken in varying degrees 
by doctors employed by local government and regional hospital boards, but 
overall much less is being done, particularly as regards the systematic assessment 
of needs and services, than we believe is necessary in the future. Part of the pre- 
sent deficiencies arise from a lack of suitably trained doctors with the necessary 
skills. We argued in our interim report (see Appendix E) the need for retraining 
of doctors at present in medical administration to prepare them for the tasks 
ahead, and we are glad to see that this has been accepted by the Government and 
that arrangements for retraining are going ahead. 


TRAINING 


102. In the opening chapter of our report we explained our reasons for 
regarding the mainstream of medical administrators as specialists in community 
medicine. In considering training we have therefore looked primarily at training 
within the specialty of community medicine. The development of comprehensive 
training within this specialty is still in its early stages; the Faculty of Community 
Medicine of the Royal College of Physicians has yet to define any programme or 
standards of training and there are considerable problems in developing training 
along the lines of other specialties. 


103. There is no recognised training grade for doctors in local government but 
arrangements for training are made. The traditional pattern of training of doctors 
in administrative medical posts in local government has been for them to under- 
take a full-time university course, usually of one year, leading to the Diploma of 
Public Health or other qualification recognised by the General Medical Council 
as equivalent. Such qualifications are currently a statutory requirement for doc- 
tors holding posts as medical officers of health. Our proposals assume that such 
a requirement should not be transferred to senior posts within the reorganised 
service. The administrative medical staff of regional hospital boards and the 
central Health Departments are not required to have any postgraduate quali- 
fications, and although some hold the DPH, by no means all do. In regional 
board service there is a training grade of medical officer which equates with the 
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hospital grade of senior registrar for pay purposes, but there are relatively few 
appointments made and the arrangements made for training in the grade are 
variable. Attempts are currently being made to provide integrated programmes 
of in-service and formal academic training but no clear pattern of development 
has yet emerged. Doctors in the central Health Departments may undertake 
appropriate formal training courses, but, as in local government, there is no 
recognised training grade. 


104. We are aware of both the difficulty and the danger of trying to define 
in too much detail how training might be developed in future. It is difficult, 
because the precise jobs which will be done within a unified service and the 
numbers who will in practice be required are not yet known; it is dangerous, 
because it would be wrong to recommend a particular organisational pattern of 
training to the exclusion of other possibilities. We believe that any training 
arrangements must be regarded as experimental and kept under review in the 
light of experience. However, we do think that there are certain basic require- 
ments which training should meet. We describe these below, together with some 
of the related issues concerning the organisation of training. 


GENERAL POSTGRADUATE TRAINING 


105. We think it desirable that before entering specialised postgraduate 
training in community medicine, a doctor should have a minimum of two years’ 
post-registration clinical experience; some of this time should preferably be 
spent in general practice or in other clinical work outside the hospital. We do not 
think it would be desirable at this stage of development of the specialty to adopt 
a rigid definition of essential clinical experience, and we expect that for some 
years to come the previous experience of doctors wishing to undertake specialist 
training will vary widely. 


SPECIALISED POSTGRADUATE TRAINING 


106. The pattern of training in other medical specialties is towards a three 
or four year period of higher or specialised training. The length of specialised 
training required for community medicine must be determined by what in 
practice appears to be necessary, but we envisage that a training period compar- 
able in length to most clinical specialties will be needed. 


107. A major element in a specialised training period of this length will 
necessarily be in-service experience in suitable training posts, following the pat- 
tern in other specialties where there is a tradition of supervised in-service train- 
ing. In addition, we consider that there will be a continuing need to provide 
opportunities for formal academic study. At present, opportunities for such 
study are, with few exceptions, limited to the full time courses of one year’s 
duration leading to the DPH, or, in the case of courses leading to an M.Sc in 
Social Medicine, two years divided between academic work and practical field 
training supervised by the university authorities. 


108. The introduction of, say, a four year training period will call for a co- 
operative effort between academic and professional bodies and health service 
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authorities to ensure that the varying training experiences are properly integrated 
so as to provide a coherent programme whilst allowing for some flexibility of 
choice for the individual. We are aware of the strongly held views of some 
university teachers with wide experience in this field that it is essential for new 
recruits to community medicine to have as an introduction to the specialty a 
period of about a year’s continuous full-time academic study, in order that the 
teaching of the various elements of the discipline can be satisfactorily synthesised 
and the student can obtain a proper understanding of their inter-relationship. 
Most of us think, however, that there is room for alternative approaches to be 
considered and that there might be advantages, both to doctors in training and 
to service and academic authorities, in developing arrangements whereby formal 
academic study was spread over a number of modular elements of courses 
which might provide in all about the equivalent of up to an academic year’s 
full-time study, but spread over, say, two calendar years. As a general rule, 
formal courses would be based on university departments and each element 
might involve several weeks of full time study. Between these elements doctors 
would be gaining experience in training posts. If maximum benefit is to be 
gained from training, it is obviously desirable that the in-service experience 
should relate as closely as possible to the academic component; this will be 
more readily achieved if the university departments involved in academic 
teaching have close contacts with the service authorities, and particularly if, as 
on the clinical side, university teaching staff hold honorary NHS appointments 
for the provision of specialist services to the health service authorities. We dis- 
cuss this crucial point in more detail in paragraph 127 below. 


109. We do not want to describe the detailed content of training, and again 
we think that any recommendations at this stage must be to some degree 
arbitrary. However, we consider that all doctors aiming at a career in the main- 
stream of administrative medical work in the NHS should, preferably during the 
first two years of specialised training, undertake formal full-time study in each of 
the following subjects :— 


Medicine and Human Biology 


The application of medical and biological knowledge to the promotion 
of health, preventive medicine and the organisation of medical care. 


Epidemiology and Environmental Health 


Including principles and methods of epidemiology; sources of informa- 
tion; design of experiments relating to health services; epidemiology of 
communicable and non-communicable disease; and control of communic- 
able disease. 


Statistics 


Including basic statistical methods; survey analysis and data processing; 
use of computers; vital statistics and demographic trends; social statistics ; 
and the design of health service information systems. 
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Social and Behavioural Sciences 


Including study of social conditions in the community; behaviour, 
particularly in relation to health and disease; non-physical factors in illness 
and disability; family relations; sociology of the professions; inter-pro- 
fessional relationships; and dynamics of social change. 


Social Administration 


With special emphasis on the health and relevant local government 
services, including their development, organisation, and finance, and inter- 
national comparisons. 


Health Service Management 


Including principles of planning, provision and evaluation of health 
services in all aspects, and an introduction to relevant management theory 
and practice. 


110. The detail and level of teaching necessary in these subjects will vary 
according to the extent to which undergraduate curricula come in time to pro- 
vide a more adequate introduction to community medicine. It may occasionally 
be possible and convenient for some elements within this training to be taken 
along with non-medical staff where their needs coincide. We would, however, 
doubt whether this will very frequently be practicable and we would not regard 
multi-professional training as so important during this basic training period as 
later on (see paragraph 111 below). 


111. An academic training on these lines, linked to suitable in-service 
experience would, in our view, provide a good basic training. It will be essential 
that, during their basic training, all doctors should receive thorough field training 
experience, under supervision, in practical epidemiology: that is, in the tech- 
niques for investigating the health of populations and monitoring trends; for 
measuring the requirements of populations for health care and preventive ser- 
vices; and for assessing the activities, efficiency and effectiveness of the services 
provided. Further specialised training in particular subjects should, however, 
be available for doctors training in community medicine who wish to make a 
career in particular specialised fields, for example, medical information science, 
either in university work or in specialist health service posts. It would be desir- 
able that doctors aiming at administrative medical careers within the NHS 
should, after they have completed their basic training, have the opportunity to 
attend multi-professional courses in health and social services management at an 
appropriate level. We attach great importance to the development of multi- 
professional training in management which has been too long neglected. 


112. Doctors trained in community medicine may enter health service 
authorities, the central Departments, or universities and other teaching or re- 
search oriented bodies. Those wishing to enter teaching or research may pursue 
a rather different training pattern from those aiming at a health service career, 
but in principle it would be desirable, as in the clinical field, to provide as far as 
is practicable for movement between health service and academic posts during 
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training. Any assumptions about numbers are necessarily arbitrary, but on the 
basis of a figure of, say, 1,000 trained community medicine specialists (including 
those working in the central Departments, as well as regional and area health 
service authorities), serving for about 30 years on average in career posts, and 
assuming about a four year training period, the number of trainees in post at any 
one time would have to be in the order of 130-160, which would require an intake 
of about 30-40 a year or 2 or 3 trainees per health service region. The figure 1,000 
is not a prognosis of need and we use it simply to indicate that while all medical 
schools should teach community medicine at an undergraduate level, academic 
teaching at a postgraduate level will need to be restricted to a more limited 
number of centres. Indeed, if academic postgraduate education were in the form 
of an integrated continuous training course like the present DPH/MSc courses, 
two or three centres might suffice for England and Wales (though it would be 
desirable to include some capacity also for overseas doctors). 


113. In considering the arrangements which might be made nationally for 
postgraduate training, it has been necessary to weigh up a number of factors. 
If the academic training were concentrated on two or three centres, it would be 
most unlikely that the health service authorities with which the centres were 
immediately associated could provide enough suitable in-service training posts, 
and it would, in any case, seem to be desirable that in-service training should not 
be concentrated in a small number of regions, but that each region should pro- 
vide some training capacity. If, however, in-service training is to be spread over all 
regions, it will make it more difficult for, say, two or three university departments 
to co-operate with all the service and other authorities concerned in securing 
that in-service experience and training are adequately related. This difficulty 
might be reduced if academic training were provided at a larger number of 
centres with no one centre providing a fully comprehensive teaching programme. 
If such academic centres were firmly associated through their research and other 
activities with the related health service authority, suitable in-service experience 
might more readily be integrated with the academic training. This approach 
might be particularly suited to the teaching and practice of epidemiological 
methods and statistics. Training on these lines would be greatly assisted if in 
most, if not all regions, university departments undertook relevant health service 
research or intelligence functions on behalf of health service authorities. Such 
developments are already taking place at a number of universities, which sug- 
gests that a start on an experimental basis might be a possibility. An advantage 
of providing training through a number of centres would be that it would be 
possible to use the scarce professional resources possessed by each centre, which 
might otherwise remain untapped for postgraduate training purposes. Given the 
relative shortage of teachers of community medicine, it is difficult to over- 
emphasise the need to make the fullest use of the available talents. 


114. The involvement of a number of different centres in the provision of a 
programme of academic training would, however, create some problems, such as 
the difficulties involved in ensuring a consistent teaching philosophy, avoiding 
repetition, and in developing a close understanding of the particular needs of 
individual doctors. It would also complicate any processes of assessment. But 
these factors do not in our view constitute over-riding objections, and we think 
the practicalities and possibilities of training on these lines should be explored 
further. On the other hand, we do not think that it would be right to abandon 
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the more traditional approach of a single university centre providing a compre- 
hensive academic course. We think that both main types of approach should be 
tried so that their relative merits can be properly considered in the light of ex- 
perience. 


115. The development of suitable in-service training posts will be a major 
joint responsibility of the new health service authorities and the academic and 
professional bodies concerned. We have suggested that some in-service experience 
should be in posts either within or closely associated with university or other (for 
example, MRC) departments engaged in health service research or intelligence. 
We think that this will be particularly important during the first two years or so 
of training, when a young doctor will be engaged for a substantial amount of 
time in academic work, and supervision of practical field work by academic staff 
engaged also in teaching would be particularly valuable. Subsequently, however, 
it would seem desirable that in-service experience should be obtained in a range 
of posts away from university centres, and this should include some experience 
at district level. 


TRAINING FOR MATURE ENTRANTS 


116. Both central Government and NHS authorities have in the past re- 
cruited into medical administrative work significant numbers of doctors rela- 
tively late in their careers, for example, after service in the Armed Forces or 
Government service abroad. We are convinced that, in future, community 
medicine must seek to obtain most of its recruits from doctors who make the 
specialty their first choice as a career. However, we think that it will be important 
for the foreseeable future to provide arrangements whereby entrants may 
receive formal training in community medicine. It would be unrealistic to expect 
all of them to take a full four years in training. Opportunities for retraining in 
particular aspects of community medicine should be open to them, and in some 
cases, for example, clinicians with experience in epidemiology, their previous 
careers may make them particularly suited after retraining and some in-service 
experience to occupy certain specialist posts. Inevitably, for most later entrants 
the field of opportunity is likely to be more restricted than that of the doctor 
who has undergone a full basic training. Development of a number of academic 
centres, each specialising in different aspects of training in community medicine, 
should assist in the provision of training for mature entrants by making it 
possible for them to receive training in particular subjects without undertaking a 
fully comprehensive programme. 


CONTINUING EDUCATION 


117. As in other specialties, it will be necessary for the specialist in commu- 
nity medicine to have opportunities for continuing education to develop his 
skills and knowledge and to keep abreast of developments in his specialty. 
Again, this should be facilitated by the involvement of a number of regional 
university centres in postgraduate teaching and research, and the creation of 
close operational links between such units and health service authorities. The 
experience gained by university centres engaged in short term retraining of 
medical administrators (as recommended in our interim report) should prove 
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useful as a basis on which to build arrangements for continuing education. 
Where it is appropriate and practicable, continuing education should be on a 
multi-professional basis. 


SUPERVISION AND ORGANISATION OF TRAINING 


118. Hitherto, formal recognition of postgraduate training and the award of 
qualifications has been largely a matter for the universities, who have given 
degrees or diplomas primarily on the basis of examinations, though recent 
developments have given scope for doctors to include periods of supervised 
practical experience within the duration of the course. The foundation of the 
Faculty of Community Medicine opens up the possibility of additional forms of 
recognition. We do not know what form of qualifying experience or academic 
credentials the Faculty may require for membership, and whether it envisages 
that membership would be awarded towards the completion of specialist training 
(like the pathologists), or at an intermediate stage (like the physicians), with 
perhaps some additional form of recognition later to signify that, in the Faculty’s 
view, training to specialist level had been satisfactorily completed. It would be 
most unfortunate indeed if, in the formative stages ahead in the development of 
training for community medicine, the universities and the Faculty did not work 
closely together. It will also be necessary to ensure that the health service 
authorities are involved in the administrative arrangements for training. 
Broadly speaking, we envisage that it will be for the central Departments and the 
service authorities to see that there are enough training posts, taking into account 
posts in academic units which may also be recognised as providing comparable 
training. Depending on their requirements, posts may also have to be approved 
by the Faculty where training leads to recognition by the Faculty. Formal 
teaching and, where appropriate, supervision of associated field work experience, 
will be the responsibility of the universities. 


119. It is of great importance that training programmes for community 
medicine are developed as a matter of urgency. We think that this would be 
assisted if there were some body at a national level to advise on and stimulate 
action, oversee progress, and ensure co-ordination between the various agencies 
concerned. We think that the Council for Postgraduate Medical Education in 
England and Wales might convene under its aegis a body for this purpose, 
representative of the Health Departments, health service authorities, the univer- 
sities and the Faculty. We think that any such body should include some non- 
medical members experienced in health service administration and training 
generally, although the majority of its members would be medically qualified. 


120. Specialists in community medicine will be responsible along with other 
senior administrative and professional staff for providing leadership in the ad- 
ministration of the health service, and their training needs must not be considered 
in isolation. At present, the Health Departments are advised by the National 
Staff Committee on the training of administrators in the hospital service and by 
the National Nursing Staff Committee on management training for nurses. Any 
body concerned with the development of training for specialists in community 
medicine would clearly need to maintain good liaison with these committees or 
whatever bodies may replace them. If it is decided that, in the reorganised health 
service, there should be a single national body concerned with the development 
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of management training generally, then it would be desirable to include doctors 
within its remit. A national body of this kind would need to establish formal or 
informal links with any specialist advisory body concerned with the development 
of training in community medicine. 


121. Below the national level, training within regions will come under the 
general supervision of the regional postgraduate committees. However, if the 
training involves a number of university centres, each providing part of the for- 
mal training required, it may be necessary to form two or three geographical 
‘groups of centres each providing training programmes in conjunction with the 
associated service authorities. Special arrangements would be necessary for 
supervision and co-ordination of arrangements on a supra-regional basis. 


UNDERGRADUATE EDUCATION 


122. The 1967 Recommendations of the General Medical Council as to 
Basic Medical Education stated that the objective of undergraduate medical 
education is to provide “‘all that is appropriate to the understanding of medicine 
as an evolving science and art, and to provide a basis for future vocational 
training; it is not to train doctors to be biochemists, surgeons, general practi- 
tioners or any other kind of specialist .. . the fundamental requirement is that 
basic medical education should give the student knowledge of the sciences upon 
which medicine is based and an understanding of the scientific method”’. We are 
conscious that, if this is to be achieved, specialisation must be left to the post- 
graduate stage. We feel, however, entirely justified in emphasising the need to 
provide medical students with a thorough grounding in community medicine, 
because in the past this has been one of the neglected areas of the curricula, 
particularly in the London medical schools. We are aware that in stating this 
need, we are recording views expressed earlier by the General Medical Council in 
its 1967 Recommendations, and by the Royal Commission on Medical Educa- 
tion in 1968, and aware also that the need is not so much for further reiteration 
but for action to bring about changes in the undergraduate curricula. A way 
must be found to overcome some of the difficult problems which have restricted 
progress so far. This is a complicated matter urgently requiring more study than 
we have been able to give it. However, a basic difficulty in the past has been 
paucity of staffing and investment in university departments of social medicine. 
The relative isolation of the staff of these departments from the health service 
authorities, as contrasted with the position of their colleagues in clinical depart- 
ments, has adversely affected their financial and career prospects and limited 
the range of work undertaken. We hope that the recommendations we make 
about the development of postgraduate training at university medical centres 
engaged in health services research, and closely associated with health service 
authorities, will help to strengthen the resources and staffing of departments of 
social medicine, as well as underlining the relevance and need for the teaching of 
community medicine at the undergraduate level, the funding of which remains 
the responsibility of the University Grants Committee. 


CAREER STRUCTURE 


123. Inconsidering the question of career structure we have had two primary 
requirements particularly in mind. First, whatever we propose must be workable 
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—that is, it should provide realistic staffing arrangements which effectively meet 
work requirements. Second, the career structure must bear comparison in terms 
of opportunities and rewards with other careers open to medical graduates. 


124. The present medical administrators in the central Health Departments, 
local government and regional hospital boards work within hierarchies with 
varying levels of service (i.e. non-training) grades all responsible ultimately to a 
chief—a chief medical officer, a medical officer of health or a senior administra- 
tive medical officer. In practice, relations between officers in different grades may 
be informal and non-authoritarian, but there is nevertheless a hierarchical struc- 
ture. We think that at central, regional and area level within the reorganised 
service it will be necessary to maintain a hierarchical structure, as it seems right 
to us that there should be a chief administrative medical officer at each level who 
will inevitably have to divide his overall responsibilities between other staff. At a 
regional and area level we think that it will be necessary to have, in addition to 
the chief officer grade, at least one other service grade which would be the main 
career grade for doctors who in future successfully complete specialist training in 
community medicine. Such a grade would be comparable in status to the 
clinical grade of consultant. In addition to posts at area and regional level within 
this grade, we envisage that it would also include district community physician 
posts, though a specialist in community medicine might frequently obtain spe- 
cialist experience at area or regional level before competing for posts at district 
level. In the central Health Departments the nature of the work may require a 
more hierarchical grading structure, but we believe there should be a grade 
which would be recognised as the point of entry for the trained specialist. 
(See paragraph 131 below.) 


125. We think that it would be appropriate if the appointments procedures 
for specialists in community medicine were as far as possible similar to those 
for consultants. Although there may need to be stronger representation of the 
employing authority than in the case of clinicians, it will be equally important 
to ensure adequate representation of professional interests. 


126. It is not for us to make recommendations about pay matters, but we 
envisage that within a chief officer or specialist grade it may well be necessary 
to recognise that certain regional or area posts carried relatively greater re- 
sponsibilities than others, and that they should be remunerated at a higher level. 
We especially have in mind here those posts carrying recognised responsibilities 
for deputising for chief officers. We have suggested that doctors in the specialist 
grade should be regarded as comparable in status to consultants, and one facet 
of this should be that their basic remuneration should equate broadly with that 
of consultants and should be determined by the independent Review Body on 
Doctors’ and Dentists’ Remuneration. NHS consultants undertaking work 
recognised as clinical are, of course, eligible for distinction awards in addition 
to their basic pay. We understand that about one-third of all consultants hold 
such awards at any one time and that about half can expect to do so at some stage 
in their career. Once given, awards are seldom, if ever, taken away. Medical 
administrators in the NHS are ineligible for such awards, and it is not open to 
them to engage in private practice. It is true that some medical administrators 
have been able to reach top posts in the hierarchy where pay is higher than 
the maximum point on the consultant scale (for example, the pay of senior 
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administrative medical officers is currently linked to the maximum of the consul- 
tant scale plus various proportions of “C” distinction award—14, 1 or 3—depen- 
ding on the regional group to which his hospital board belongs). Within a unified 
service such posts are likely to be achieved by a minority of doctors. It is not 
part of our remit to review the principles of the distinction awards system, but 
we wish to record our view that the restriction of such awards to doctors in 
clinical specialties is already anomalous and will become even more so in the 
future when the specialty of community medicine achieves its full potential. We 
are aware that in community medicine high ability may be recognised by pro- 
motion to chief officer posts. But the remuneration of these posts reflects in part 
the greater responsibilities they impose. If the distinction award system was 
extended to specialists in community medicine, it would certainly be that much 
easier to ensure that community medicine gets its fair share of the high calibre 
medical graduates it needs. 


127. Another matter highly relevant to the development of the specialty is 
the need to ensure that the teaching of the subject is of a high standard and that 
adequate numbers are attracted to the relevant university departments. We have 
referred earlier in this chapter to the relative lack of contact between academic 
and service authorities in this specialty, which stands in contradistinction to the 
clinical specialties. In the past, university teachers in community medicine have 
in general not obtained honorary NHS consultant contracts which entitled them 
to receive identical pay to clinical consultants (although not necessarily making 
them eligible for merit awards). Doubt about the principle of their eligibility for 
such contracts has recently been removed by the University Grants Committee 
and the Health Departments, but they must still be able to offer to hospital 
authorities services on a regular basis which can be assessed in sessional terms. 
Unification of the services should enhance opportunities to do this. We would 
like to see the development of close working relationships between the relevant 
university departments and health service authorities. This is already happening 
in some parts of the country. The growth of relevant health service sponsored 
research by university staff into, for example, aspects of the organisation of 
health care, and collaboration between universities and service authorities in 
epidemiological enquiries and information analysis would greatly assist in this. 
We would hope that not only will more university teachers in social medicine 
obtain honorary contracts with health service authorities, but that more specia- 
lists in community medicine within the health services will be able to obtain 
honorary university teaching appointments. Co-operation between universities 
and service authorities can only be to the mutual benefit of both, and will, in our 
view, be an essential ingredient in the development of the specialty of community 
medicine, and, in particular, of the development of a sufficient cadre of teachers 
able to contribute to medical education at both undergraduate and postgraduate 
stages. 


128. Turning now to the staffing structure at the training level, it would seem 
sensible to try to follow as far as possible the pattern in other specialties. Here 
the conventional pattern is for early or general professional training to be 
carried out in the senior house officer and registrar grades, and for further more 
specialised training to be in the senior registrar grade, although in some surgical 
specialties for example post-fellowship specialised training programmes may 
begin at registrar level. 
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129. At least for the foreseeable future, it seems to us that doctors wishing to 
enter specialist training will often have widely different clinical experience both 
in variety and duration. We do not think that at present it would be desirable to 
introduce strict requirements as to clinical experience, but we are aware that a 
consequence of this will be that some doctors may seek to enter specialty 
training in community medicine who would not be able, at that stage in their 
careers, to compete successfully for posts in the senior registrar grade. On the 
other hand, some doctors would be able to do so or may, exceptionally, already 
be senior registrars, and we would not wish them to be discouraged by not being 
able to begin training on the same kind of terms and conditions they would 
enjoy in a clinical specialty. We understand that in the hospital service at present 
there are arrangements whereby a doctor who reverts to a lower grade for train- 
ing purposes is able, where the training is approved by his employing authority, 
to continue to be paid the salary he was receiving in his previous appointment. 
If it is decided that training for community medicine should begin in the regis- 
trar grade, we would hope that doctors leaving more senior grades in order to 
train in this specialty would normally have protection under these arrangements. 
Alternatively, there might be a special training grade created for community 
medicine which would provide a salary scale overlapping both the registrar and 
senior registrar grades, to which doctors entering training might be assimilated 
according to their previous experience. Under the latter arrangements, we would 
expect that all doctors would achieve the equivalent of senior registrar remunera- 
tion within two years of entry into training, i.e. when they would ordinarily 
have concluded their period of basic training in the specialty. 


TRANSITIONAL ARRANGEMENTS 


130. Unification will bring together a large number of doctors in community 
medicine of differing training and previous experience. Given their background 
some will merit inclusion in a specialist grade but others will not. During the 
transitional period, before specialists who have completed training programmes 
are available, we see, therefore, a need for a further service grade in addition to 
the specialist grade. The interim staffing structure might be somewhat similar to 
the present regional hospital board administrative medical staffing structure, 
where the principal assistant senior medical officer grade is recognised as broadly 
comparable in standing with that of consultant, and there is also an assistant 
senior medical officer grade. In time, the need for a second service grade below 
the specialist grade may disappear; but this will depend in part on how far the 
specialty of community medicine is able to attract a sufficient number of young 
doctors of high calibre who make it their first choice career. It would be un- 
realistic to assume that this can happen overnight, and no doubt for some time 
to come community medicine will continue to recruit in part older doctors who 
have considerable experience in other fields, but who will not wish to embark 
on lengthy training programmes or consequently expect to reach positions of 
high responsibility within the new health service authorities. It would, in our 
view, be a mistake not to make use of these doctors in positions suited to their 
capabilities. Nor should further advancement for them be impossible at area, 
regional or central level, providing individuals clearly have the necessary ability 
and undergo some further specialised training, as recommended in paragraph 116. 
We would not, however, ordinarily envisage that they would obtain posts as 
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district community physicians. A second service grade may also continue to be 
necessary for those doctors who complete specialist training but who are not 
able, for personal or other reasons, to obtain a specialist post without undue 
delay, and who wish nevertheless to pursue a career within the specialty. As in 
the clinical specialties, we expect such doctors would be few in number, but it 
would be unrealistic not to recognise that there will be some. 


THE CENTRAL HEALTH DEPARTMENTS 


131. In Chapter I we explained that we would not examine in detail the role 
of community medicine specialists in the Department of Health and Social 
Security and the Welsh Office, but that we considered it essential that there 
should be a two-way movement of staff between the central Departments and 
regional and area health authorities. Such movement is of great importance not 
only to the development of a satisfactory career structure but also to the plan- 
ning and management of the National Health Service. It seems to us that it will 
be necessary to establish posts within the Departments formally designated for 
training in community medicine and integrated with National Health Service 
training programmes. This would seem to require designation of a training grade 
offering comparable remuneration to training posts in the National Health 
Service. It will also be necessary to develop a staffing structure of established 
posts within the Departments which facilitates the movement of trained special- 
ists in community medicine between the Departments and the health service 
authorities and vice versa. Complete parity is unlikely whilst pay is determined 
by different bodies and terms and conditions of service differ; and the needs of 
the Civil Service for a relatively more hierarchical structure must be taken into 
consideration. However, as close a comparability as possible between grades 
carrying equivalent responsibility should be recognised as a deliberate objective. 


SUPERANNUATION 


132. As the movement of community medicine specialists between Govern- 
ment Departments, the different levels of the service, and the universities is an 
essential factor in our recommendations, we suggest that there is need for an 
examination to be made of the differing superannuation arrangements at present 
in force, to ensure wherever possible the removal of any barriers to movement 
created by the financial disincentive of moving from one superannuation 
scheme to another. 


CHAPTER VII 
CONCLUSIONS 


133. Our remit to review the functions and training of medical adminis- 
trators within the health services posed us several problems. We decided that we 
should concentrate on medical administration in a reorganised service, but, by 
doing this, we were under the disadvantage of not knowing what would be the 
management structure of the new regional and area authorities or whether there 
would be any management organisation at a district level; nor did we know 


48 


what would be the relationships between the various levels of administration. 
Because of this uncertainty, we have been reluctant to make firm recommen- 
dations about the detailed staffing requirements of the new authorities, to pro- 
vide job descriptions, or to suggest how the chief administrative medical officer 
at area or region should organise the work of other community medicine 
specialists. Nor have we thought it proper to try to define what should in future 
be the relative roles and relationships between these doctors and others engaged 
in administration. We have been conscious also that it was not part of our remit 
to consider the organisation of medical care within a unified service or to spell 
out the role of clinicians in management, either as individuals or through 
medical advisory machinery. 


134. In our report we have tried to indicate the essential functions which we 
consider doctors engaged in administration should undertake at various levels. 
We believe that such functions will have to be carried out whatever organisational 
structure is adopted, though the structure will inevitably affect how work is 
organised and staff deployed. However, we found it necessary to make some 
organisational assumptions for the district before we could define the functions 
of the district community physician. 


135. We see a vital and continuing task for doctors working full time in 
health service administration. These doctors should not undertake administra- 
tive duties which can be carried out as effectively by non-medical administrators 
or other professional staff; on the other hand, the contribution they make to 
administration goes far beyond a simple liaison function between management 
and clinicians. Their value is primarily in the skill and knowledge they con- 
tribute as specialists in community medicine. 


136. Specialists in community medicine will be needed at all levels of the 
service including the district, where they will be essential members of any dis- 
trict management teams. They will be particularly concerned with: 


1 assessment of need for health services; 

ii planning of services to meet needs; 

iii promotion of health, including health education; 

iv measuring the effectiveness of health care services and promoting 
improvements; 

Vv promotion of research and development into the organisation of 
health care services; 

vl integration of health services and their co-ordination with other 
services, particularly the relevant services provided by local govern- 
ment; and 

Vil provision of medical advice and services to other bodies, including 
local government authorities responsible for environmental -hygiene 
and the control of communicable disease. ve 





The development of health information systems will be an essential pre-requisite 
to the performance of many of these functions. 


137. Community medicine has its roots in public health and social medicine 
and has grown in more recent times to embrace hospital and other forms of 
medical administration. The creation of the Faculty of Community Medicine has 
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now provided formal recognition of the specialty. Proper training and satis- 
factory career patterns are vital if medical graduates of the necessary calibre are 
to be recruited into it. Development of satisfactory training arrangements will 
require a considerable collaborative effort between academic, professional and 
health service bodies. It will necessarily take some years to establish the training 
and staffing structures we advocate, and transitional arrangements will be 
necessary. 


138. We are conscious that doctors, particularly some of those at present 
working in the public health services, are concerned about the uncertainty of 
their own future within a reorganised service. Their present employment will be 
disrupted when new employing authorities with wider and different management 
responsibilities are created. They will be called upon to undertake new tasks and, 
in some cases, to give up work which was hitherto their responsibility. There are 
many doctors in the public health services whose work lies wholly or primarily 
in the clinical field. Their duties lie outside our terms of reference but we wish to 
stress that we see a continuing need for these clinicians within the reorganised 
service for the foreseeable future. There is urgent need, however, to clarify how 
they will fit into the future organisational pattern of health care, so that they can 
be given assurances about their future. 


139. We cannot, of course, dispel the uncertainties which individuals may 
have about the future. But we hope that this report will help to remove any 
remaining doubts about the importance of the role of doctors in the health 
service administration of the future. The changes to be made in 1974 will 
bring to an end the historic office of medical officer of health. The achievements 
of many who have served in this capacity over the last century gives us great 
confidence in the ability of those doctors at present in the public service and in 
hospital service administration, not only to face the problems ahead, but also to 
exploit the enhanced opportunities for the practice of community medicine which 
an administratively unified National Health Service will offer. We are confident 
that their contribution to the development of health services and the improvement 
of the health of the community can be as impressive as their predecessors. 
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APPENDIX A 
SUMMARY OF MAIN POINTS 


(Note: this summary is intended only as a guide to the main points made in the 
report, and does not constitute a part of it.) 


CHAPTER I: INTRODUCTION 


1. The Working Party’s terms of reference cover only those doctors in the 
health services (referring also, where appropriate, to those in the central Health 
Departments) who are wholly or substantially concerned in medical administra- 
tive work and who do not practice clinical specialties. Such doctors are em- 
ployed mainly by local authorities and regional hospital boards and in the cen- 
tral Health Departments. (Paragraph 3.) 


2. The different spheres in which doctors in community medicine practice are 
sufficiently closely related to require a common basic training and experience. 
These doctors form a distinct specialty group. (Paragraph 4.) 


3. Doctors trained in community medicine should form part of the health 
service administration rather than acting only in an advisory capacity to 
management. (Paragraphs 5 and 6.) 


4. The description “specialist in community medicine” as a generic term is 
more appropriate than that of “‘medical administrator’’. (Paragraph 7.) 


CHAPTER II: COMMUNITY MEDICINE IN A 
UNIFIED SERVICE 


5. Community medicine specialists will have a key role to play at every level 
in the reorganised service since the aims of community medicine are so closely 
related to the objectives of a unified service. (Paragraphs 12-14.) 


6. Because of their training and experience, community medicine specialists 
will be qualified to play a major part at all levels in assessing need for health 
services, measuring the effectiveness of services, establishing priorities, promot- 
ing improvements in existing services and developing new ones. They will also 
have important liaison functions with other bodies and will need to establish 
close links with the new local government authorities concerned with social, 
education, housing and environmental health services. (Paragraphs 12-18.) 


7. The new local government authorities should obtain their medical advice 
from community medicine specialists in the National Health Service. (Paragraph 
18.) 


8. Specialists in community medicine must have the same professional status 
and comparable career prospects as their colleagues in clinical practice. (Para- 
graph 19.) 


9. In the unified service there will be much more scope for the collective 
approach by clinicians and community medicine specialists to health problems. 
(Paragraphs 20-24.) 
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CHAPTER Il: THE COMMUNITY MEDICINE 
SPECIALIST AT A REGIONAL LEVEL 


10. There will be a need for a chief administrative medical officer at regional 
level, supported by a team of other administrative medical officers. (Paragraph 
26.) 


11. The CAMO will be a member of the group of chief officers responsible 
for advising the regional authority on the overall development of services, in- 
cluding the capital programme. He will be involved in consultations with the 
central Department about the setting of national objectives and concerned with 
the translation of these into workable policies at regional and area level. He will 
have executive responsibilities delegated to him by the regional authority. 
(Paragraph 27.) 


12. Collaboration with local authorities in the planning of services will be a 
prime responsibility of area health authorities, but the regional CAMO will 
need to be involved where strategic planning issues are involved. (Paragraph 29.) 


13. It is assumed that it will be a responsibility of the regional authority to 
control overall medical staffing establishments in the region, and this will be a 
particular concern of the CAMO and his staff. (Paragraph 30.) 


14. The CAMO and his staff will be concerned with the co-ordination and 
monitoring of area health care services (paragraphs 31-33); the allocation of 
resources to region and area (34); building up and maintaining health informa- 
tion services for the region (36-42); postgraduate medical education (43-44); the 
provision of medical expertise in the handling of building projects (45); the 
promotion of research and development (46-47); and the provision of specialist 
advice (48-49). 


15. While no blueprint is laid down for the allocation of responsibilities of 
the CAMO’s medical staff, the Working Party would like to see responsibilities 
allocated in such a way as to ensure a comprehensive approach, and a functional 
division of duties is suggested. (Paragraphs 50-51.) 


16. The need for a medical expert in information services in each region is 
stressed. (Paragraph 52.) 


CHAPTER IV: RESPONSIBILITIES OF COMMUNITY 
MEDICINE SPECIALISTS IN AREA HEALTH AUTHORITIES 


17. Community medicine specialists will have a special role to play in secur- 
ing the most effective use of the area health authority’s considerable resources. 
(Paragraph 54.) 


18. The functions of community medicine specialists will be the same in all 
areas but there will necessarily be differences in their numbers and deployment 
between areas. Each district sized population should be the special concern of a 
specialist in community medicine. (Paragraph 55.) 


19. Community medicine specialists in areas will be concerned with the 
provision of health information (paragraphs 57-59); planning (60-61); manage- 
ment of health services (62-76); the provision of advice and assistance to local 
authority departments—particularly social services and education—and to 
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voluntary and other bodies on planning and management (77-80); and the 
provision of medical services required by local government authorities with 


responsibilities for environmental hygiene and communicable disease control 
(81-84). 


20. It will be part of the CAMO’s responsibilities to see that the expert ad- 
vice of clinicians is sought on all appropriate matters; and that the area autho- 
rity’s professional advisory committees have adequate professional services and 
information to do their job effectively. (Paragraph 85.) 


21. Each area will need to have a chief administrative medical officer, and it 
is essential that he should be a chief officer to the area authority with direct 
access to it. It is not essential that he should be the chief executive officer to the 
authority, although if such a post is created he would be a strong contender for 
it. (Paragraph 87.) 


22. In his relations with doctors and others outside the area headquarters, 
there is much merit in the concept of the CAMO acting as a staff officer of the 
authority, which would enable him to speak as the agent of the authority. 
(Paragraph 87.) 


23. It is suggested that minimum staffing requirements for an area compris- 
ing three districts, each with 200,000 population, would be one CAMO and at 
least 3 other community medicine specialists as well as one specialist engaged 
wholly or substantially at district level in each district. (Paragraph 88.) 


24. At area level, work might be divided functionally into information 
services ; medical staffing, training, and personnel work; and specialist sectors of 
health services. (Paragraph 88.) 


25. Doctors such as ““community paediatricians”? should not be confused 
with community medicine specialists, whose expertise lies outside the clinical 
field. (Paragraph 90.) 


26. The CAMO should contribute a section to any regular report made by 
his authority, and his contribution should be regarded as his own personal 
report. (Paragraph 91.) 


CHAPTER V: THE STATUS AND FUNCTIONS OF THE 
DISTRICT COMMUNITY PHYSICIAN 


27. There is a substantial job to be done by a “generalist”? community 
physician for a district-sized population. The post would be a senior appoint- 
ment of similar status to that of consultant. (Paragraph 92.) 


28. An important part of the district community physician’s role will be to 
provide a service to his clinical colleagues to enable them to fulfil their responsi- 
bilities more effectively. (Paragraph 93.) 


29. The community physician will have an invaluable part to play in ensur- 
ing that the district medical advisory machinery works effectively. (Paragraph 
94.) 


30. The community physician must be a member of any district management 
team. He may undertake particular executive tasks within the district on the 
authority of the management team. (Paragraph 95.) 
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31. No member of the district management team should have directing 
authority over the others, but it will be necessary for one person to undertake 
co-ordinating duties. (Paragraph 95.) 


32. The district management team might be responsible collectively to the 
area health authority. In respect of the work he undertakes as a member of the 
district management team, the community physician would be responsible to the 
area authority. He would be responsible direct to the area CAMO for services 
organised on an area rather than a district basis; where he was the adviser of the 
local government district authority on environmental hygiene and communi- 
cable disease control he would be accountable to it in respect of these matters. 
(Paragraph 96.) 


33. A summary is made of the main elements of the district community 
physician’s work, in his capacities as specialist in community medicine, member 
of the district management team, and member of the group of community medi- 
cine specialists employed by the area health authority. (Paragraph 97.) 


CHAPTER VI: TRAINING AND CAREER STRUCTURE 


34. There are two requirements which must be met in order to recruit spe- 
cialists in community medicine in the numbers needed: first, a proper training 
programme must be established, and second, this training programme must 
lead to an attractive career structure (Paragraph 100.) 


35. Any arrangement for training should be regarded as experimental and 
reviewed in the light of experience. (Paragraph 104.) 


36. Before beginning specialised postgraduate training, a doctor should have 
a minimum of two years’ post-registration clinical experience, some of it pre- 
ferably gained outside hospital. (Paragraph 105.) 


37. It is envisaged that specialised postgraduate training will be for a period 
comparable in length with that of most clinical specialties. A major element 
will be in-service experience in suitable training posts, but opportunities for 
formal academic study are needed as well. (Paragraph 107.) 


38. There might be advantage in developing arrangements whereby formal 
academic study is spread over a number of separate courses, providing in all the 
equivalent of about one academic year of full-time study, but spread over, say, 
two calendar years. Such courses would be based on academic departments. 


Between courses doctors would be gaining experience in training posts. (Para- 
graph 108.) 


39. The detailed content of basic training is not prescribed, but six subjects 
are listed in which the doctor in training should undertake formal full-time 
study early in his specialised training. (Paragraph 109.) 


40. Further specialised training in particular subjects should be available to 
doctors who wish to make a career in a particular specialised field, e.g. medical 
information science. (Paragraph 111.) 


41. After basic training, doctors should have the opportunity to attend multi- 
professional courses in health services management. (Paragraph 111.) 
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42. As far as practicable, provision should be made for movement between 
health service and academic posts during training. (Paragraph 112.) 


43. One way to provide specialised training would be by the participation of 
a number of teaching centres, each supplying expertise in different fields. 
Another way is by the more traditional approach of a single university centre 
providing a comprehensive academic course. (Paragraph 113.) 


44. The development of suitable in-service training posts will be a major 
joint responsibility of the new health service authorities and the academic and 
professional bodies concerned. (Paragraph 115.) 


45. It should be possible for mature entrants to receive training in particular 
subjects without undertaking a fully comprehensive training programme. 
(Paragraph 116.) 


46. It will be necessary for community medicine specialists to have oppor- 
tunities for continuing education. (Paragraph 117.) 


47. Itis essential that the universities and the Faculty of Community Medi- 
cine work closely together in the development of training for community medi- 
cine. (Paragraph 118.) 


48. A national representative body should be convened under the aegis of 
the Council for Postgraduate Medical Education to oversee the development of 
training. (Paragraph 119.) 

49. There is a need to give undergraduate medical students a thorough 
grounding in community medicine. The problem of the lack of progress in 


teaching community medicine at undergraduate level urgently requires action. 
(Paragraph 122.) 


50. At central, regional and area levels in the reorganised service, it will be 
necesary to maintain hierarchical staffing structures. (Paragraph 124.) 


51. There should be, in addition to the chief officer grade, at least one other 
service grade, which would be the main career grade for doctors successfully 
completing specialist training in community medicine. This grade would be 
comparable in status to that of clinical consultant and would include district 
community physician posts. (Paragraph 124.) 


52. Appointments procedures for community medicine specialists should, as 
far as possible, be similar to those for consultants. (Paragraph 125.) 


53. The basic remuneration of doctors in the career grade should equate 
with that of consultants. The restriction of distinction awards to doctors in 
clinical specialities is anomalous, and will become even more so when com- 
munity medicine achieves its full potential. (Paragraph 126.) 


54. It is hoped that more university teachers in social medicine will obtain 
honorary contracts with health service authorities, and that specialists in com- 
munity medicine will be able to obtain honorary university teaching appoint- 
ments. Co-operation between universities and service authorities will be an 
essential ingredient in the development of the specialty of community medicine. 
(Paragraph 127.) 


55. Arrangements are suggested whereby the salaries of doctors beginning 
training in community medicine after holding posts in a higher grade in another 
speciality might be protected. (Paragraph 129.) 
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56. At least during the transitional period, there will be need for a further 
service grade in addition to the specialist grade. (Paragraph 130.) 

57. There is need to establish within the Health Departments posts formally 
designated for training and integrated with NHS training programmes. It is also 
necessary to establish in the Health Departments a staffing structure which 
facilitates the movement of community medicine specialists between the De- 
partments and health service authorities. (Paragraph 131.) 

58. There is a need for an examination of existing superannuation arrange- 
ments to ensure wherever possible the removal of any disincentives to movement 
between different authorities at all levels. (Paragraph 132.) 


APPENDIX B 


MEDICAL STAFF IN ADMINISTRATIVE POSTS IN THE 
HEALTH SERVICES AND IN THE CENTRAL HEALTH 
DEPARTMENTS IN ENGLAND AND WALES 


1. Regional Hospital Boards and Welsh Staff in post at 
Hospital Board 30 September, 1971. 

Senior administrative medical officers 15 
Principal assistant senior medical officers* 54 
Assistant senior medical officers 51 
Medical officers 8 
TOTAL 128 

2. Local Authoritiest Staff in post at 

I July 1971 


Medical officers of health of local health autho- 
rities, authorities with delegated health powers, 
and district authorities (not also holding county 
appointments) 186 
Deputy medical officers of health of local health 
authorities, and authorities with delegated 
powers 166 
Medical officers holding “mixed” appoint- 
ments with local health authorities and district 
authorities 336 
Medical officers of local health authorities in 
senior posts in the upper salary range (not also 
holding district appointments)? 459 


TOTAL 1147 


* In each region one PASMO is designated for deputising duties and paid an allowance 
above his basic salary. 

+ These figures are based on a special enquiry made by the British Medical Association and 
published here with their permission. Three authorities did not reply and a small number of 
those medical officers of health of districts who do not hold ‘‘mixed”’’ appointments may also 
have been missed because of the way in which the survey was conducted. 

{ The total number of doctors holding senior posts in the upper salary range was 459. The 
survey conducted by Warren & Cooper published in ‘‘The Medical Officer” of 13 October, 
1967 suggested that about half the medical officers engaged in senior posts were engaged mainly 
in administrative as distinct from clinical duties. 
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Analysis of Doctors Holding Mixed Appointments 


District Authority Appointments 
MoH DMoH Other Not _ Total 


Known 
LHA MO in Senior Post 173 11 ~ 1 185 
APPOINT- { MO in Department 91 21 2 ~ 114 
MENTS Others 20 11 1 5 oT 
Total 284 43 3 6 336 
3. Headquarters Medical Staff of the Department Staff in post at 
of Health and Social Security (§) and the I February 1972 
Welsh Office 
DHSS 
Chief medical officer 1 
Deputy chief medical officer 3 
Senior principal medical officer 5 
Principal medical officer 21 
Senior medical officer 53 
Medical officer 36 
Welsh Office 
Chief medical officer I 
Senior medical officer 2 
Medical officer 4 


APPENDIX C 


THE WORK OF MEDICAL ADMINISTRATORS IN THE 
PRESENT HEALTH SERVICES AND IN THE CENTRAL 
HEALTH DEPARTMENTS IN ENGLAND AND WALES 


1. Medical administrators are currently employed by regional hospital 
boards (including the Welsh Hospital Board) and local authorities and in the 
central Health Departments; in addition, in a number of mental subnormality 
and other long stay hospitals, doctors, commonly designated as medical super- 
intendents, combine clinical and administrative roles. 


The Work of Administrative Medical Staff of Regional Hospital Boards 


2. The role of regional boards was described* at the outset of the service 
in the following terms. 


i To review and organise to the best advantage all the existing resources 
in the hospital and specialist field. 
ii To assess the need for and best placements of new resources and 
extensions. 
iii To administer, largely through a system of local management com- 
mittees, the whole re-organised services. 
§ Excluding the Chief Medical Advisor (Social Security) and his staff. 
* Ministry of Health circular RHB (47) 1. 
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iv To secure, by the above processes and by arrangements (where neces- 
sary with other boards and with separate teaching hospitals) that a 
proper and sufficient service of all kinds is available to all persons in 
their area. 


A later memorandum (7) described the position assigned to boards as “‘the 
planning, distribution of resources, and general supervision and guidance of the 
service’’. 


3. The senior administrative medical officer is a chief officer of the regional 
hospital board and with other chief officers is responsible to the board for the 
administration and development of the hospital services in the charge of the 
board. In his work he co-operates with other administrative and professional 
colleagues to undertake the following functions :— 


i Preparation of advice and objectives for his authority and its com- 
mittees in order that they can determine or approve policy on the over- 
all development of the regional service. In this work the medical 
administrator has to obtain and assess relevant medical information 
from within and outside the region. 

it Assisting his authority to take appropriate decisions for the implemen- 
tation of policies and the achievement of objectives, and participating 
in subsequent action (for example, in planning teams for capital build- 
ing projects). 

iii Discussion with the Health Departments over major matters such as 
the capital and revenue allocations, and, where necessary, over the 
regional interpretation and implementation of national policies. 

iv Ensuring there 1s a sound medical and paramedical manpower, educa- 
tion and training policy in the region and that the requisite conditions 
and facilities for this are provided. In this respect he must act in close 
liaison with educational and professional bodies, in particular the 
postgraduate dean of the university in the region. 

v Providing a personal link between individual clinicians, medical com- 
mittees, and the regional authority with whom they are in contract. 


4. The organisation of medical administrative work under the SAMO has 
not followed exactly the same pattern in each region, but it has become usual 
for those in the PASMO grade to undertake specialised functional duties cover- 
ing the region as a whole. At ASMO level the emphasis has been more fre- 
quently on sub-regional liaison work—the region being split into a small 
number of areas for which an ASMO has a general responsibility for liaison— 
and covering those matters which are not handled on a functional basis for the 
region as a whole. 


5. The administrative medical staff of regional boards do not stand in a 
hierarchical relationship with clinicians, and in the implementation of board 
policies affecting the work of clinicians they work by seeking their consent and 
co-operation. 


6. Regional boards do not have a designated chief executive officer and the 
SAMO is one of a group of senior officers responsible directly to the board. 


+ Ministry of Health circular RHB (47) 11. 
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Medical Administration at Hospital Level 


7. Ata hospital level there were, prior to the inception of the National Health 
Service, two distinct and separate traditions. In the hospitals administered by 
the local authorities, management was in the hands of medical superintendents 
- who normally combined administrative and clinical duties; the role of the non- 
medical administrator was clearly subordinate though growing in importance. 
In the voluntary hospitals, on the other hand, responsibility for the medical 
management of the hospital was vested in the medical committee which was 
advisory to the governors of the hospital. There was, with few exceptions (for 
example, Guy’s Hospital), no medical counterpart to the clerk to the board on 
the administrative side. This difference in management no doubt reflected the 
dominant position in the voluntary hospitals of the part-time medical special- 
ists. 


8. After 1948, although provision was made for the continuation of medical 
superintendents in the hospitals providing long term and custodial care for the 
chronic sick (sanatoria and mental hospitals), the usual pattern in the general 
hospitals was similar to that in the voluntary hospitals. Since then, the tendency 
has been for the number of medical superintendents in post to decline, and the 
view of the majority of hospital doctors and administrators in this country has 
been that the concept of the single medical administrator in charge of the 
hospital or hospital group is out-moded. 


9. Current thinking on the place of doctors in management of hospitals 
locally is set out in the first report of the Working Party on the Organisation of 
Medical Work in Hospitals (the Cogwheel report).* The concept (it was not a 
detailed blueprint) set out in the report was that within the hospital group there 
was a need for a representative group of clinicians to undertake a continuous 
review of hospital activity, to take an active part in the co-ordination and plan- 
ning of services, and to provide effective liaison with the community services 
outside the hospital. The working party did not think the then existing medical 
advisory machinery met modern requirements, and recommended the organisa- 
tion of medical staff in the hospital group into a number of divisions, comprising 
broadly related specialties, and a small medical executive committee headed by 
a chairman who would be the chief medical spokesman for the hospital or 
hospital group. The function of each division was to appraise the services it 
provided, deploy clinical resources effectively, and deal with problems of 
management within the clinical field. The function of the executive committee 
was to receive divisional reports, consider major medical policy and planning, 
and co-ordinate hospital clinical activities without controlling or limiting the 
clinical freedom of individuals. The report saw the organisation of clinical func- 
tions as an activity distinct from the general management of hospitals, but 
stated that each affected the other and that decisions could not be made in either 
field without regard to the other: “‘the situation will not be solved by providing 
an administration predominantly medical in character, assuming incorrectly 
that clinicians can only communicate on such issues with administrators who 
are medically qualified. A medical man engaged in general management would 
be acting in an entirely non-medical capacity”’’ (paragraph 35). The Cogwheel 
recommendations have so far been adopted, with local variations, by more than 
half of the general hospital groups in England and Wales. 


* First Report of the Joint Working Party on the Organisation of Medical Work in 
Hospitals: HMSO, 1967. 
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The Work of the Medical Officer of Health 


10. The historic origins of the medical officer of health are in the field of 
prevention, and he still has a statutory duty to inform himself about all matters 
affecting the health of his area, and to ascertain, report and advise upon all 
conditions which will affect the health of the community. The emphasis in the 
work has, however, adapted itself to changing circumstances. The major activity 
in the latter part of the 19th century and in the early 20th century lay in the 
control of the spread of communicable disease and the improvement of environ- 
mental health, including such matters as water supplies, refuse and sewage dis- 
posal, and housing. In those days the medical officer of health had to undertake 
wide responsibilities in relation to environmental health, acting in areas where 
skills other than purely medical ones were required of him because there was no 
one else competent to shoulder the responsibility. The present century has seen 
the development of scientific and technical disciplines, and of experts in these 
disciplines such as public health inspectors, water engineers and experts in 
planning and housing. This development has enabled the medical officer of 
health to reduce his administrative responsibilities in these fields to matters 
that are more directly medical, and control of environmental health has now 
become the responsibility of a team of experts whose success depends upon a co- 
ordination of diverse skills and knowledge. In the medical aspects of environ- 
mental health he now also relies on the assistance of other medical specialists. 
Thus he is no longer so actively concerned with practical bacteriology, and con- 
sults with his colleagues in the Public Health Laboratory Service on specific 
epidemiological matters and on the interpretation of bacteriological findings; 
and in the control of infectious disease he can call also on the expertise of clinical 
specialists. But it remains the responsibility of the medical officer of health to 
recognise potential hazards within the community for which he is responsible 
and to obtain the requisite specialist help. 


11. The medical officer of health has always been deeply concerned in the 
primary prevention of disease, and his interest has gradually extended from such 
matters as environmental hygiene, clean food, and immunisation, to tackling 
modern epidemics of preventable conditions, such as those caused by cigarette 
smoking. All members of the health professions have been increasingly involved 
in trying to deal with these contemporary problems, but much of the initiative 
for primary prevention has remained in the hands of the medical officer of health 
and his multi-disciplinary team. 


12. From the beginning of the present century, the medical officer of health 
has also concerned himself with secondary prevention—with the routine 
examination of particularly vulnerable sections of the population, with the 
development of screening tests, and the arrangement for follow-up of those 
identified as in need of specialist care and treatment. This concern has its origins 
in the development of the School Health Service following the Education 
(Miscellaneous Provisions) Act, 1907, and of the maternity and pre-school 
child health services, the statutory foundations of which were laid by the Mater- 
nity and Child Welfare Act, 1918. 


13. The personal health services provided under the direction of the medical 
officer of health have subsequently broadened and expanded considerably, often 
to fill gaps in provision left uncovered by the hospital and family doctor services, 
or to develop new approaches to health care, particularly in those areas which 
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are sometimes described as the tertiary stage of preventive health work—the 
prevention of relapse and recurrence of disability through the provision of 
supporting health services outside the hospital, and commonly in association 
with general practitioners. These personal health services are provided only by 
the major authorities (county councils, county boroughs, and London boroughs) 
and by a small number of district authorities with delegated health functions. 
However, nearly all medical officers of health of non-county boroughs and urban 
and rural districts have combined appointments with major authorities, so that 


they have some involvement in the personal health services provided by the 
latter. 


14. Medical officers of health have also increasingly concerned themselves 
with the social factors underlying health problems, but, as in the environmental 
health field, their role has changed as new professions particularly concerned 
with these matters have emerged, and, following the Social Services Act, 1970, 
the responsibility for some of the services formerly under the charge of the medi- 
cal officer of health passed to statutory social service departments within local 
government. Nevertheless, responsibility for advising these departments on 
medical matters is still an important responsibility of the medical officer of 
health. 


15. Within the health services provided by local health authorities, the ten- 
dency in recent years has been for individual professions to seek internal self- 
management, so that although the medical officer of health has remained the head 
of the health department, his administrative role as a manager of health service 
personnel generally has changed. He does, however, remain formally in a 
different position from the senior administrative medical officer of a regional 
hospital board in that he is directly responsible for the work of a wide range of 
medical, nursing and other professional staff who are, in organisational terms, 
subordinate to him. 


16. The role of the medical officer of health over the last century has, there- 
fore, been an evolving one. His managerial role in relation to the non-medical 
staff has declined, but not his importance as medical adviser to the extensive 
range of agencies now responsible for the well-being of the community and the 
protection of the environment: and as chief officer of the health department and 
principal medical officer to the education authority he has responsibility for the 
planning and control of considerable resources in terms of skilled manpower 
and money, and has become increasingly involved in management functions 
relating to the assessment of objectives, the evaluation of services, and the 
determination of priorities. 


17. This has led to a growing involvement in the co-ordination of local 
authority health services with the other statutory and voluntary ones. This, in 
turn, has been facilitated by the flexibility of policy and finance inherent in the 
local authority branch of the National Health Service, and is well exemplified by 
schemes for the attachment of nursing staff to general practices, and by joint 
hospital and domiciliary approaches to after-care. 


18. The current (and recent) responsibilities of medical officers of health may 
be summarised as follows :— 


Group A_ This covers the traditional public health services which, under 
the proposed re-organisation of health service and local 
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government functions, would remain with local government 
(except that measures for the control of communicable disease 
by specific prophylaxis and treatment would be the responsi- 
bility of the area health authorities). These responsibilities are 
currently carried out by medical officers of health of county, 
London and non-county boroughs, and of urban and rural 
districts, but not of counties. 
The control of communicable diseases 
Food safety and hygiene 
Port health 
Public health aspects of environmental services—e.g. in 
relation to planning, housing, clean air 
Diseases of animals in so far as they affect human health 
Enforcement responsibilities relating to environmental condi- 
tions at work places. 


Group B_ This covers the services, currently provided by county councils, 
county boroughs, London boroughs and authorities exercising 
delegated health and welfare functions, which will become the 
responsibility of the new area health authorities. 

Ambulance services 

Epidemiological work (general surveillance of the health of 
the community) 

Health centres 

Family planning 

Health visiting 

Home nursing and midwifery 

Maternity and child health care 

Prevention of illness, care and after-care, through medical, 
nursing and allied services (including chiropody, health 
education* and screening) 

Residential accommodation for those needing continuing 
medical supervision outside hospital but unable to live in 
the community 

Vaccination and immunisation 

School health service.t 


Group C_ This covers those services provided by local government autho- 
rities which were formerly the concern either wholly or partly 
of the medical officer of health, but which, under the Local 
Authority Social Services Act, 1970, became the responsibility of 
the new local authority social service departments. 

Family case work and social work with the sick and the 
mentally disordered 
Day centres, clubs, adult training centres and workshops for 
the mentally disordered 
The day-care of children under 5, day nurseries and child- 
minding 
* The Government’s proposals appear to envisage that both the new area health authorities 
and the new local government authorities would have powers in relation to health education. 
+ At the time of writing, no decision had been reached as to whether the school health service 


should become the responsibility of the new area health authorities or remain the responsibility 
of local government. 


62 


The care of unsupported mothers, including residential care 
Residential accommodation for those who cannot live at 


home but who do not need continuing medical supervision 
Home helps. 


Group D_ In addition to their responsibilities in relation to the statutory 
services listed above, medical officers of health undertake a 
wide range of complementary functions. Important amongst 
these are:— 


1 A co-ordinating and supportive role in relation to family 
practice and the hospital services (through, for example, 
implementation of attachment schemes, liaison committees, 
planned early discharge and after-care schemes). 

ii Co-ordinating and advisory services to voluntary agencies, 
and medical advisory services to local government depart- 
ments and public bodies. 


Work of Medical Staff in the Central Health Departments (Department of Health 
and Social Security and the Welsh Office) 


19. The medical staff of the two Departments participate in the formulation 
of policy and are jointly responsible with their administrative colleagues for 
policies recommended to Ministers. They are also responsible for the provision 
of medical information and advice routinely required within their Departments. 
The nature of this advice and information ranges from that of a very general 
medical character to the highly specialised. In some fields of high specialisation, 
individual members of the medical staff are of national or international stand- 
ing in their subject. In less specialised fields doctors on the staff develop exper- 
tise in subjects allocated to them. They provide information and advice related 
to their subjects and interpret trends in their development. It is part of their 
duties to maintain close relations with appropriate individuals and specialist 
organisations outside their Department, both nationally and internationally, 
and to obtain additional assistance and advice from these sources when neces- 
sary. The medical staff of the Department of Health also advise other central 
Government Departments (for example, the Department of the Environment, 
the Ministry of Agriculture, Fisheries and Food and the Home Office) on matters 
requiring medical expertise. 


20. Much of the medical administrative work within the Health Depart- 
ments is in the day-to-day work of dealing with the statutory authorities running 
the health services at regional and local level. In addition, medical administrators 
are responsible for maintaining a general liaison between the Health Depart- 
ments and administrative medical staff in the hospital and local authority 
services and doctors in general practice. 


21. A further important area of work undertaken by doctors in the central 
Departments is in relation to the medical profession and organisations within 
the profession. They play a leading part in discussions with the official negotiating 
bodies of the profession on changes in policy, practice and organisation of the 
NHS, and in representing the Departments at meetings with other professional 
bodies, nationally and internationally. 
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APPENDIX D 


SERVICES WHICH WILL BECOME THE RESPONSIBILITY 
OF AREA HEALTH AUTHORITIES* 


1. The broad range of services for which the area health authority will be 
responsible is as follows :— 


i The hospital and specialist services (at present administered by hospital 
management committees as agents of the regional hospital boards, and 
boards of governors). 

ii The community health services listed below which are at present the 
responsibility of local health authorities: 

ambulance services; 

general surveillance of the health of the community; 

family planning; 

health centres; 

health visiting; 

home nursing and midwifery; 

maternity and child health care; 

prevention of illness, care and after care, through medical, nursing 
and allied services (including chiropody, health education—other 
than its place in the school curriculum—and screening); 

residential accommodation for those needing continuing medical 
supervision and not ready to live in the community; vaccination 
and immunisation. 

iii The family practitioner services (at present administered by executive 
councils). 


APPENDIX E 


THE URGENT NEED FOR THE SHORT TERM 
INTRODUCTION OF TRAINING COURSES IN 
MEDICAL ADMINISTRATION: AN INTERIM 
REPORT TO THE SECRETARY OF STATE FOR 
SOCIAL SERVICES (OCTOBER 1970) 


Background 
1. The remit of the working party is: 


“To review the functions of medical administrators in the health services 

and to make recommendations regarding the provision required for their 
training”’. 

2. We have invited written evidence from organisations and individuals and 

until this has been considered and we have built up a picture of the functions 


* As described in paragraph 36 of the Second Green Paper (The Future Structure of the 
National Health Service, HMSO, 1970). 
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of medical administrators in the future, we shall not be able to make comprehen- 
sive recommendations about the total training requirements of these staff. A 
further difficulty in assessing training needs at present is that we do not know in 
any detail what the future structure of any re-organised health service may be. 
However, we have already reached the firm conclusion that whatever may be the 
future pattern of health service administration and the role of the medical 
administrator within it, there is an urgent need to provide a retraining pro- 
gramme for medical administrators now in post. When the health services are 
re-organised on a unified basis, medical administrators whose main experience 
has been in public health, the regional boards, central government or the 
universities must come together to form new corps and in effect a new specialty 
in medicine. Straight away their work will be altered, needing different attitudes 
and the use of new methods as well as fuller use of the established methods of 
medical administration. Their responsibility will be towards a defined popula- 
tion and its health care. They will be aiming to unite existing facilities and re- 
sources into a comprehensive service, and to co-ordinate this with other social 
services and wider policy. A more objective and quantitative approach to the 
changing health-needs of populations and to the organisation of health care in 
its various phases is now generally recognised as essential. Many of the necessary 
“analytic and investigative skills’? (to quote the Todd Report) have been 
developed in recent years, since most of today’s medical administrators com- 
pleted their formal training. Even if the NHS were not to be re-organised, the 
training programme we propose would still be essential in helping medical 
administrators to see how the separate parts of the health service can be co- 
ordinated and made more efficient. 


3. At present there are only a handful of medical administrators in a position 
to know from direct experience the problems of providing total health care for a 
whole community. We are aware that much has been done to bridge the gap 
between the three branches of the service, but if the resources of our increasingly 
complex and costly services are to be used to maximum effect, all those con- 
cerned with health service administration must be aware of the need for an 
integrative approach, and medical and other administrators must have the 
necessary knowledge and skills to achieve it. 


4. Further, we are aware that in the light of the Secretary of State’s decision 
to unify the administrative structure of the health service, the need to have a 
retraining programme for medical administrators has become urgent, and that a 
considerable time will be necessary to set this up. We would emphasise that an 
early decision to introduce such a programme would also do much to improve 
the morale of those at present engaged in medical administration which has 
been affected by the uncertainty about their future careers. In the case of the 
largest group—those in the public health services—this uncertainty has been 
compounded by the knowledge that the social services they administer will cease 
to be their responsibility shortly as a result of the Social Services Act. They see a 
substantial part of their work disappearing, with little indication of any new 
role for them. The introduction of a retraining programme would provide a very 
necessary reassurance. 


5. For these reasons we think it necessary to submit proposals for such a 
programme in advance of our final report. We wish consideration to be given to 
our proposals as a matter of urgency. 
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Proposals for training programme 


6. We understand that there are roughly 120 full time medical administrators 
employed by RHBs, about 650 doctors primarily engaged in medical administra- 
tion employed by local authorities and about 100 similarly employed by central 
departments. We assume that there is no purpose in retraining those now over 
the age of 60, but allowing for some waste and replacement of retrained doctors, 
we see a need to provide retraining for around 800 doctors, and we think this 
should be achieved over as short a period as possible as a specially organised 
programme. We think the target should be to complete the programme over five 


years. 


7. We think it is highly desirable that doctors from regional boards, local 
authorities and central government should attend the same courses, as this itself 
will help to broaden mutual understanding, particularly as we see the courses as 
being often participatory, involving group discussions and simulated work 
situations. Medical administrators will necessarily be closely involved in their 
work with health service staff in other disciplines and just as their work will 
require close inter-professional co-operation so we believe that their retraining 
should be in part multi-disciplinary, including for example nursing staff, other 
health service administrators, and directors of social services or their staff. 


8. It would be desirable to concentrate the organisation and management 
of courses at a few centres in order that the scarce teaching resources in this field 
are used to best advantage and a stronger cadre of teachers built up. The only 
firm and detailed proposals for retraining we know of so far have come from 
the London School of Hygiene and Tropical Medicine. The School envisages 
the creation of an Extension Training Centre providing specialised courses in a 
variety of relevant subjects. 


Content and length of courses 


9. As noted above, the primary purpose of the courses will be to develop an 
integrative approach to the provision of health services. Much of the value of a 
unified service will be lost if medical administrators are unable to appreciate and 
exploit the new possibilities. 


10. We do not wish to define rigidly what should be the content of courses 
or the degree of emphasis to be given to different subjects. We think a flexible 
approach will be necessary, both to take account of the varying experience of 
medical administrators and because the training centres themselves may well 
have to build up expertise in particular areas. 


11. We think that it should be practicable for medical administrators to 
spend something in the order of 6-8 weeks in training. This might be achieved by 
attendance at two separate courses rather than one. 


12. The training we recommend will have two main aims. First, to provide 
medical administrators with an understanding of the working of the health and 
related social services other than those within which they are at present engaged, 
and secondly to provide them with a basic appreciation of relevant developments 
within the specialty of community medicine and in administration and manage- 
ment generally. 
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13. We think there will be some elements within the courses which will be of 
value to all who attend, whatever their previous experience. These include the 
place of epidemiology in medical administration, social administration, manage- 
ment theory and methods, statistics, medical sociology and the economics of 
health care. Special attention would need to be given to the study of staff rela- 
tions in the health service. But a large part of the courses ought to be given over 
to training in a range of optional subjects from which those attending the course 
could choose depending on their previous experience and potential needs. These 
subjects might include the organisation, planning and management of hospital 
services, including such recent developments as the “‘“Cogwheel” system of 
management, similar teaching in relation to health and social services outside the 
hospitals, bio-statistics, medical information systems, the application of com- 
puters and operational research methods in the health field. The above is not 
intended to be comprehensive and we would expect that the content of courses 
would be adapted over time in the light of experience. But we are anxious to 
avoid covering so much ground in any one course that teaching becomes over- 
generalised and ineffective. 


Overall management of training 


14. We do not think that the training programme we propose will be 
effective unless its progress is supervised. Primarily, the tasks will be to ensure 
that authorities release staff for training to ensure that each doctor gets the 
requisite training to fill the gaps in his knowledge, and to exercise a general 
supervision of the content and quality of courses. We envisage that initially 
these responsibilities would be in the hands of the Department which would be in 
collaboration with health service authorities, the universities and other appro- 
priate bodies. 


Finance 


15. We are aware that the general policy of DHSS has been that employing 
authorities should take financial responsibility for training their staff, and that 
local authorities act as autonomous bodies as regards training (though central 
finance and organisation is now available through the Local Government 
Training Board). We see the force of the principle that employing authorities 
should accept their responsibilities for training. However, we think that there are 
special circumstances arguing in favour of the provision of central financial 
support for retraining of medical administrators. These are: 


(a) The special urgency of the need—which in turn means that the 
national programme should not be jeopardised by the unwillingness 
of individual authorities to find the money. Now that a decision has 
been taken to re-organise the health services, outside local govern- 
ment, local authorities may be unwilling to spend their limited re- 
sources on the training of staff who will in future not be employed by 
them. 

(b) The need to ensure equal opportunities for training for all medical 
administrators—medical administrators may feel that those able to 
obtain retraining will have an advantage in applying for jobs in the re- 
organised service. 
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(c) Some central finance by way of grants may be necessary in order to 
establish centres of training, whatever may be the source of continuing 
income. 


16. We would emphasise that our proposal that this retraining scheme should 
be centrally financed is made without any implications for any proposals we may 
make in our final report about the financing of other forms of training (e.g. 
vocational training) for medical administrators. 


Teaching staff 


17. We would hope that the retraining programme proposed would be able 
to draw for teaching purposes on doctors already engaged in medical administra- 
tion as well as involving full-time academic teachers in the discipline involved 
(not necessarily medically qualified). We are sure however that additional staff 
will be necessary and that to attract them first-class posts need to be offered. 


APPENDIX F 


LIST OF THOSE PROVIDING WRITTEN AND ORAL 
EVIDENCE 


(Note: the designations of individuals and organisations listed below were 


those applicable at the time evidence was submitted.) 


Written Evidence 


Written evidence was received from the following individuals and organisations: 


Dr. J. H. Baron Chairman, Tottenham Group Medical Advisory 
Committee 

Mr. D. E. Bolt Consultant Surgeon 

Dr. N. F. Coghill Consultant Physician Wes Middlesex Hospital 

Dr. J. S. Stewart Consultant Physician 

Dr. P. W. Briggs Assistant Senior Medical Officer, South West Metro- 
politan Regional Hospital Board 

Dr. J. Denham Medical Director, St. Clement’s Hospital, London 

Dr. A. J. Essex-Cater County Medical Officer, Monmouthshire County 
Council 

Dr. W. A. S. Falla Medical Superintendent, St. John’s Hospital, Lincoln 

DroHoP) Perrer Lecturer, University of Manchester 

Dr. F. N. Garratt Medical Officer of Health, Wolverhampton County 
Borough 

Dr. H. Gordon Deputy Medical Officer of Health, London Borough 
of Wandsworth 

Dr. I. Gordon Medical Officer of Health, London Borough of 
Redbridge 

Mr. M. C. Hardie Director, The King’s Fund Hospital Centre 
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Mr. L. Hunt 
Dr. H. Jacobs 
Dr. I. M. Librach 


Dr. A. McGregor 
Dr. D. Macmillan 


Dr. B. Mair 
Dr. J. W. Paulley 
Professor J. Pemberton 


Mr. A. F. Rushforth 
Professor A. ee 
Dr. D. H. Vaughan 
Dr. C. S. Smith 


Dr. M. D. Warren 


Group Secretary, Clwyd and Deeside Hospital 
Management Committee 

Senior Hospital Medical Officer, Severalls Hospital, 
Colchester 

Medical Officer in Charge, Chadwell Heath Hospital, 
Romford 

Medical Officer of Health, City of Southampton 

Director, Nuffield Centre for Health Service Studies, 
University of Leeds 

Chest Physician, St. Albans City Hospital 

Consultant Physician, Ipswich Hospital 

Department of Social and Preventive Medicine, 
Queen’s University, Belfast 

Consultant Orthopaedic Surgeon, St. Albans City 
Hospital 

Department of Social and Preventive Medicine, 
University of Manchester 

Principal Medical Officer, West Riding County 
Council 

Reader in Public Health, London School of Hygiene 
and Tropical Medicine 


Administrative Medical Staff, South West Metropolitan Regional Hospital 


Board 


Association of Health Administrative Officers 

Association of Hospital Management Committees 

Association of Municipal Corporations 

Association of Public Health Inspectors: Guild of Public Health Inspectors 
Association of Sea and Air Port Health Authorities 

British Medical Association 

British Paediatric Association 

County Councils Association 

Department of Clinical Epidemiology & Social Medicine, St. Thomas’ Hospital 


Medical School 


Department of Preventive Medicine & Public Health, University of Leeds 
District Medical Officers of Health, Surrey 


General Medical Council 


Health Visitors’ Association 

Institute of Health Service Administrators 

Institute of Local Government Administrators 

Little Plumstead Hospital Group Medical Staff Committee 

London School of Hygiene & Tropical Medicine 

Medical Administrators Staff Association—Western Regional Hospital Board, 


Scotland 


Medical Advisory Committee, Herrison (Dorset) Group Hospital Management 


Committee 


Medical Advisory Committee, Norwich, Lowestoft & Great Yarmouth Hospital 
Management Committee 
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Medical Officers of Health, County Boroughs of West Bromwich, Warley, 
Wolverhampton, Dudley & Walsall (Drs. H. O. M. Bryant, R. J. Dodds, 
F. N. Garratt, G. M. Reynolds, J, C. Talbot) 


Medical Officers of Health, West Riding 


(Dr. S. K. Appleton Dr. W. D. Dolton Dr. G. Ireland 
Dr. D. C. Armstrong Dr. W. M. Douglas Dr. V. P. McDonagh 
Dr. J. Battersby Dr. J. F. Fraser Dr. C. G. Oddy 
Dr. A. T. Burn Dr. N. E. Gordon Dr. P. M. Sammon 
Dr. J. T. Clow Dr. N. V. Hepple Dr. R. Stalker 
Dr. D. J. Cusiter Dr. G. Higgins Dr. J. S. Waters) 

Dr. M. Hunter 


Medical Officers of Health, Wiltshire 

Medical Superintendents’ Society 

Medical Women’s Federation 

National Association of Hospital Management Committee Group Secretaries 

National Association of Hospital Management Committee Group Secretaries 
(Welsh Branch) 

Oxford Regional Hospital Board’s Policy Development Committee 

Public Health Laboratory Service Board 

Public Health Medical Officers—Midlands 

(Drs. G. Dison, C. E. Jamison, P. E. V. McFarland, E. L. M. Millar, G. M. 
Reynolds, M. A. Shields, J. C. Talbot) 

Public Health Medical Officers—Oxford Region 

Royal College of Nursing 

Royal College of Obstetricians and Gynaecologists 

Royal College of Pathologists 

Royal College of Physicians 

Royal Medico-Psychological Association 

Scottish Association of Medical Administrators 

Secretaries of Regional Hospital Boards (England and Wales) 

Senior Administrative Medical Officers (England and Wales) 

Society for Social Medicine 

Society of Clinical Psychiatrists 

Society of Medical Officers of Health 

Society of Medical Officers of Health (Scottish Branch) 

Teaching Hospitals Association 

Urban District Councils Association 


Oral Evidence 


Oral evidence was heard from the following: 

British Medical Association (represented by Dr. R. Gibson, Dr. C. D. L. 
Lycett, Dr. J. C. Cameron, Dr. R. M. Mayon- 
White, Dr. I. M. Brown, Dr. Derek Stevenson, 
Dr. E. Grey-Turner, Dr. Wyn Cottell, Dr. I. 
Field and Miss S. R. Donovan) 

Dr. J. H. F. Brotherston Chief Medical Officer, Scottish Home and 
Health Department 

Sir George Godber Chief Medical Officer, Department of Health and 
Social Security 
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Professor W. W. Holland 
Mr. B. A. McSwiney 


Institute of Health Service 
Administrators 

Dr. A. McGregor 

National Staff Committee 
and National Nursing 
Staff Committee 

The Lord Rosenheim 


Senior Adminstrative 
Medical Officers 
(England and Wales) 

Society of Medical Officers 
of Health 


Society for Social Medicine 


Department of Clinical Epide- 


miology and Social Medicine . Seah 
Clerk to the Boards of Gover- eee 
London 


nors 

(represented by Mr. S. G. Hill, Mr. R. Moore, 
Mr. W. M. Naylor and Mr. J. F. Milne) 

Medical Officer of Health, Southampton 

(represented by Dame Isabel Graham Bryce, 
Miss I. M. James and Mr. A. J. Bennett) 


President of the Royal College of Physicians of 
London 

(represented by Dr. F. J. Fowler and Dr. A. J. 
Lane) 


(represented by Dr. W. G. Harding, Dr. D. E. 
Cullington, Professor R. C. M. Pearson and 
Dr. J. B. Meredith Davies) 

(represented by Professor Alwyn Smith and 
Professor M. D. Warren) 
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Books, periodicals and pamphlets may be borrowed by 
Honorary Fellows, Fellows, Members, Licentiate Members, 
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producing a written order. The person to whom such publica- 
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Publications may be borrowed through the post, or by other 
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Publications borrowed through the post must be acknow- 
ledged on the form provided, immediately upon receipt, and 
returned when due to the Librarian at the above address. 


December, 1970. 
O.B., Truro. 


HER MAJESTY’S STATIONERY OFFICE 
Government Bookshops 


49 High Holborn, London WC1V 6HB 
13a Castle Street, Edinburgh EH2 3AR 
109 St Mary Street, Cardiff CF1 1JW 
Brazennose Street, Manchester M60 8AS 
50 Fairfax Street, Bristol BS1 3DE 
258 Broad Street, Birmingham B1 2HE 
80 Chichester Street, Belfast BT1 4JY 


Government publications are also available 
through booksellers 


SBN 11 320481 7 


